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THE DEPARTMENT OF PSYCHIATRY 
Department of Psychiatry, Albert Einstein College of Medicine 
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A TRAINING PROGRAM IN PSYCHIATRIC RESEARCH 


Applications are now being accepted for the new traineeship year beginning 
July 1, 1973 for psychiatrists who have completed three years of residency. 
The fellowship positions are available in an N.I.M.H. supported program pro- 
viding basic preparation for psychiatric research. Emphasis is on acquiring 
proficiency in the fundamental principles of research strategy, methodology and 
techniques currently employed in laboratory and clinical studies in psychiatry. 
The traineeships stress active participation in research work under the super- 
vision of faculty preceptors, supplemented by a curriculum of seminars and 
workshops. Appointments are full-time and extend one to two years. 


and in 


PSYCHOSOMATIC AND LIAISON PSYCHIATRY 


Full- and half-time fellowships in psychosomatic and liaison psychiatry will be 
available beginning July 1, 1973 for psychiatrists who have completed 3 
years of residency. The program supported by the N.I.M.H. offers experience 
in teaching and research, as well as in clinical work dealing with the psychological 
aspects of somatic illness. The fellows function as liaison psychiatrists to a variety 
of hospital- and community-based medical groups. Teaching exercises include 
clinical conferences, seminars and workshops, as well as supervision by senior 
faculty on special projects. Areas of study range from psychosomatic mecha- 
nisms to the functioning of the medical ward as a social system. 


For details write (before January 15) to: 


Herbert Weiner, M.D., Chairman (Research Training Program) or 
Edward J. Sachar, M.D. (Psychosomatic and Liaison Program) 
Department of Psychiatry 
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TABLETS: 0.5 mg, 1mg, and 2 mg 
INJECTION: 1.0 mg/cc 


COGENTIN 


(BENZTROPINE MESYLATE MSD) 


helps keep productive 
therapy from becoming 
counterproductive 


e Helps relieve rigidity and tremor 

e Provides long duration of action 

e Frequently permits continuation of 
the phenothiazine without 

change of dosage. 





Contraindications: Children under three years of 
age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. 
May impair mental and/or physical abilities re- 
quired for performance of hazardous tesks, such 
as operating machinery or driving a motor 
vehicle. 


Precautions: Because of cumulative action, con- 
tinued supervision is advisable. Closely observe 
patients with tendencies to tachycardia or hypo- 
tension and those with prostatic hypertrephy. 
Dysuria may occur, but rarely becomes a zrob- 
lem. Large doses may cause complaints of 
weakness and inability to mov2 particular mus- 
cle groups, requiring dosage adjustment. 
Mental confusion and excitement may eccur 
with large doses, or in susceptible patents; 
visual hallucinations reported occas onally May 
intensify mental symptoms when used to treat 
extrapyramidal disorders due te CNS drugs, such 
as reserpine and phenothiazines, in patients 
with mental disorders; in such patients, in- 
creased doses of antiparkinsonian drugs can 
precipitate toxic psychosis; observe patients 
carefully, especially at the beginning of -reat- 
ment or if dosage is increased. Masking action 
on possible development of permanent extra- 
pyramidal symptoms with prolonged ohenathia- 
zine therapy has not been investigated. Pa-ients 
with a poor mental outlook are usually poor 
candidates for therapy. 

May produce anhidrosis; give with cautioe dur- 
ing hot weather, especially to the old the 
chronically ill, the alsoholie, those who have 
central nervous system disease, those w310 do 
manual labor in a hot environment, and those 
with disturbances in sweating. If anhidrosis 
appears, reduce dosage so that ability to main- 
tain body heat equilibrium is not impaired. Oc- 
currence of glaucoma is a possibility; probably 
should not be used in angle-closure glaucoma. 
Large doses generally cannot be tolerated by 
older patients, thin patients, or patients with 
arteriosclerotic parkinsonism. Do not terminate 
other antiparkinsonism agents abruptly; reduce 
gradually. In drug-induced parkinsonism, closely 
observe patients for severe reactions, and tem- 
porarily discontinue COGENTIN (Benztsopine 
Mesylate, MSD) if they appear; do not extend 
therapy longer than necessary to counteract the 
extrapyramidal disorders; altħough the psycho- 
tropic drug frequently can be contiqved without 
change of dosage, a decrease might be ind cated. 


Adverse Reactions: Adverse reactions may be 
anticholinergic and/or antihistaminic. Dry 
mouth, blurred vision, nausea, nervousness may 
develop. If dry mouth causes difficulty ir swal- 
lowing or speaking, or loss of appetite and 
weight, reduce dosage, or discontinue drue tem- 
porarily. Vomiting occurs infrequently and may 
be controlled by temporary discontiruation, fol- 
lowed by resumption at a lower desage. Consti- 
pation, numbness of the firgers, listlessness, 
and depression may develop. Jccasionally an al- 
lergic reaction, e.g., skin rash, develops; some- 
times this can be controlled by reducing cesage, 
but occasionally requires discontinuation 


Supplied: Tablets in three strengths: 0.5 mg and 
1 mg benztropine mesylate, in bottles ef 100, 
and 2 mg benztropine mesylate, ir bot-'es of 
100 and 1000. Injection, containing LO mg 
benztropine mesylate and 9.0 mg sodium chlo- 
ride per cc, in 2-cc ampuls. 


For more detailed infermatior, consult yoer MSD 
representative or see the Direction Circular Merck 
Sharp & Dohme, Division of Merck & Co., Ine., West 
Point, Pa. 19486 
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Repeated nocturnal 


awakenings 


In a hospital study, psychiatric patients 
with insomnia problems slept through 
the night without need to repeat dosage 


Subjective and objective reports in a double-blind study! demonstrated the clinical 
effectiveness of Dalmane (flurazepam HCI). Included were forty-nine insomniacs 
hospitalized for psychiatric reasons. One 30-mg capsule of Dalmane h.s. was 
significantly superior to a placebo in: 

e markedly reducing sleep induction time and nocturnal awakenings 

e helping insomniacs sleep for an average of 6.8 hours nightly. 


In addition Dalmane was consistently effective on each of seven 
consecutive nights in which it was administered. 


Relatively safe, as reported clinically 

e No serious side effects were reported in this study. 

e In general clinical use, morning “hang-over” has been + . 
relatively infrequent; dizziness, drowsiness, lightheaded- , NO 
ness and the like, were the side effects noted most am ’ 
frequently, particularly in the elderly or | » . + 
debilitated. é, “ee 
e Human chronic tolerance studies, in which EEM 
high doses were administered for pro- < 
longed periods of time, confirmed the relative as 
safety of Dalmane (flurazepam HCI). f => 
Dalmane (flurazepam HCI) can be used 
effectively for patients in acute or 
chronic medical situations 
requiring restful sleep. 
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Sleep research laboratories proved 
effectiveness for patients with difficulty 
falling asleep, staying asleep or both 


Electroencephalographic, electro-oculographic and electromyog raphic tracings?~® 
proved that one 30-mg capsule of Dalmane usually: 


e induced sleep within 17 minutes 
e decreased nocturnal awakenings and the time awake after sleep onset 
e provided 7 to 8 hours of sleep without need to repeat dosage during the night 


 Dalmane 


flurazepam HCl 


One 30-mg capsule h.s.— usual adult dosage. 
One 15-mg capsule h.s.—initial dosage for elderly Before prescribing Calmane (flur- 


or debilitated patients. azepam HCl), please consult 
Complete Prosiuct Informa- 
tion, a summary of which 

follows: 


Indications: Effectwe in all types 

of insomnia characterized by diffi- 

culty in falling asleep, ‘requent noc- 

turnal awakenings and/orearly morning 

awakening; in patients with recurring in- 

somnia or poor sleeping habits- and in acute 

or chronic medical situations requiring restful 

sleep. Since insomnia is often trarsent and inter- 

mittent, prolonged administration is generally not 
necessary or recommended. 


Contraindications: Known hypersensitwity to fluraze- 
pam HCI. 


Warnings: Caution patients about possible combined effects 

with alcohol and other CNS depressants. Cautic n against haz- 

ardous occupations requiring complete mental alertness (e.g., 

operating machinery, driving). Use in women who: are or may be- 

come pregnant only when potential benefits nave been weighed 

against possible hazards. Not recommended for use in persons under 

15 years of age. Though physical and psychological cependence have not 

been reported on recommended doses, use caution in administering to ad- 
diction-prone individuals or those who might increase dosage 


Precautions: In elderly and debilitated, initial dosage should be limuted to 15 mg to 
preclude oversedation, dizziness and/or ataxia. If combined wich other drugs having 
hypnotic or CNS-depressant effects, consider potential additive effect. Employ usual 
precautions in patients who are severely depressed, or with latent depression or suicidal 


tendencies. Periodic blood counts and liver and kidney function tests are aawsed during re- 
peated therapy. Observe usual precautions in presence of impaired renal or k=patic function. 


Adverse Reactions: Dizziness, drowsiness, lightheadedness, staggering, ataxia and falling 

have occurred, particularly in elderly or debilitated patients. Severe sedation, lethergy, disorienta- 

tion and coma, probably indicative of drug intolerance or overdosage, have been reaorted. Also re- 

ported were headache, heartburn, upset stomach. nausea, vomiting, diarrhea, consapation, GI pain, 

nervousness, talkativeness, apprehension, irritability, weakness, palpitations, chest pairs. body and joint 

painsand GU complaints. There havealso been rare occurrences of sweating, flushes, diffic wlty in focusing, 

blurred vision, burning eyes, faintness, hypotension, shortness of breath, pruritus, skin resh, dry mouth, 

bitter taste, excessive salivation, anorexia, euphoria, depression, slurred speech, confusion, r=stlessness, hal- 

== lucinationsand elevated SGOT, SGPT, totaland direct bilirubins and alkaline phosphatase. Paradoxical reactions, 
a Ç e.g., excitement, stimulation and hyperactivity, have also been reported in rare instances. 

Dosage: Individualize for maximum beneficial effect. Adults: 30 mg usual dosage; 15 mg may suffice in some pa- 

tients. Elderly or debilitated patients: 15 mg initially until response is determined. 


Supplied: Capsules containing 15 mg or 30 mg flurazepam HCl. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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It may be just a mild 
depression. But she needs 


help...and needs it right now. 


Counsel and reassur- 
ance may suffice. But if you 
decide supportive medica- 


tion is indicated, Ritalin can 


offer prompt benefit. 
No need to wait days 
or weeks to begin feeling 


better. Ritalin improves 
mood and outlook, helps the 
patient get moving again. 
Ritalin is generally well 
tolerated, even by older or 
convalescent patients. And 


there’s generally no need for 


long-term therapy. When 


Ritalin works, one pre- 


scription may be sufficient. 


Ritalin 


(methylphenidate) 


helps overcome the 
inertia of mild depression’ 


“This drug has been evaluated as possibly effective for this indication. 


See brief summary. 


Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 
TABLETS 


INDICATION 

Based on a review of this drug by the 
National Academy of Sciences- 
National Research Council and/or 
other information, FDA has classi- 


fied the indication as follows: 
“Possibly” effective: Mild de- 
pression 

Final classification of the less-than- 
effective indications requires 
further investigation. 





CONTRAINDICATIONS 
Marked anxiety, tension, and agitation, 
since Ritalin may aggravate these symp- 
toms. Also contraindicated in patients 
known to be hypersensitive to the drug 
and in patients with glaucoma. 
WARNINGS 
Ritalin is not recommended for children 
under six years, since safety and efficacy 
in this age group have not been 
established. 
Since sufficient data on safety and effi- 
cacy of long-term use of Ritalin in children 
with minimal brain dysfunction are not 
yet available, those requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe 
depression of either exogenous or endog- 
enous origin or for the prevention of 
normal fatigue states. 
Ritalin may lower the convulsive thresh- 
old in patients with or without prior 
seizures; with or without prior EEG ab- 
normalities, even in absence of seizures. 
Safe concomitant use of anticonvulsants 
and pes to pot been established. 
seizures" italin should be 
discon ` a oe Oe E 
Use” `s 





effect of guanethidine. Use cautiously 
with pressor agents and MAO inhibitors. 
Ritalin may inhibit the metabolism of 
coumarin anticoagulants, anticonvulsants 
(phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricy- 
clic antidepressants (imipramine, desi- 
pramine). Downward dosage adjustments 
of these drugs may be required when 
given concomitantly with Ritalin. 

Usage in Pregnancy 

Adequate animal reproduction studies to 
establish safe use of Ritalin during preg- 
nancy have not been conducted. There- 
fore, until more information is available, 
Ritalin should not be prescribed for 
women of childbearing age unless, in the 
opinion of the physician, the potential 
benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to 
emotionally unstable patients, such 
as those with a history of drug de- 
pendence or alcoholism, because 
such patients may increase dosage 
on their own initiative. 

Chronically abusive use can lead to 
marked tolerance and psychic de- 
pendence with varying degrees of 
abnormal behavior. Frank psychotic 
episodes can occur, especially with 
parenteral abuse. Careful supervi- 
sion is required during drug with- 
drawal, since severe depression as 
well as the effects of chronic over- 
activity can be unmasked. Long- 
term follow-up may be required 
because of the patient's basic 
personality disturbances. 


PRECAUTIONS 

Patients with an element of agitation may 
react adversely; discontinue therapy if 
necessary. 


ergs ts periodic CBC and platelet counts are 


“Sed duri prolonged therapy,” 


common adverse reactions but are 
usually controlled by reducing dosage 
and omitting the drug in the afternoon 
or evening. Other reactions include: 
hypersensitivity (including skin rash, 
urticaria, fever, arthralgia, exfoliative 
dermatitis, and erythema multiforme 
with histopathologica! findings of necro- 
tizing vasculitis); anorexia; nausea; 
dizziness; palpitations; h2adache; dys- 
kinesia; drowsiness; blood pressure and 
pulse changes, both up and down; 
tachycardia; angina; cardiac arroyth- 
mias; abdominal pain; weight loss during 
prolonged therapy. In children, loss of 
appetite, abdominal pair, weignt loss 
during prolonged therapy, insomnia, and 
tachycardia may occur mcre frequently. 
Toxic psychosis has been reported. 
DOSAGE AND ADMINISTRATION 

Adults 

Administer orally in divided doses 2 or 

3 times daily, preferably 30 to 45 minutes 
before meals. Dosage will depend upon 
indication and individua response. 
Average dosage is 20 to 39 mg daily. Some 
patients may require 40 to 60 mg daily. 
In others, 10 to 15 mg daily will be ade- 
quate. The few patients who are unable 
to sleep if medicat.on is taken late in the 
day should take the last dose before 6 p.m. 
HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 
100 and 1000. 

Tablets, 10 mg (pale green, scored); 
bottles of 100, 500 100C énd Strip 
Dispensers of 100. 

Tablets, 5 mg (pale yellow); bottles of 
100, 500, and 1000. 

Consult complete product literature 
before prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-G=IGY Corporation 
Summit, New Jersey 07901 
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...and the abnormal sleep patterns of depressed patients 


Many investigators consider disordered sleep 
one of the most important single factors in de- 
pression, and they feel that patterns of sleep dis- 
turbance are so typical as to be diagnostic.” Rapid 
eye movement (REM) and stage 4 sleep are con- 
siderably reduced in the depressed patient. 
Awakenings are frequent, total sleep time is de- 
creased, and patients complain that what sleep 
they do get does not relieve their fatigue. 


A typical pattern of sleep disturbance in de- 
pression is illustrated in the above histogram. 
This patient was one of a series of six studied 
in the sleep laboratory of William W. K. Zung, 
M.D. Depression was measured quantitatively 
with the Self-rating Depression Scale (SDS). The 
mean SDS index for all six patients prior to treat- 
ment was 65, indicating moderate to severe de- 
pression. The evaluation of sleep was made by 
means of all-night EEG and EOG recordings. 


The drug used was desipramine hydrochloride. 


Results demonstrated that sleep patterns were 
improved after one week. Sleep cycles were re- 
duced from 10 or 12 to 5 or 6. Total sleep time 
increased. REM sleep was at first reduced, but 
at the end of one month returned to predrug 
levels. All other stages of sleep, including stage 
4, were “normalized,” and patients reported they 
had “rested better.” 


In all six patients the mean SDS index dropped 
after one week to 57. After four weeks of treat- 
ment the index was 42—within the limits of nor- 





mal subjects—indicating improvement not only 
in sleep but in all the symptoms of depression. 


References: 1. Zung, W. W. K.: Effect of Antidepres- 
sant Drugs on Sleeping and Dreaming. III. On the 
Depressed Patient. Biological Psychiatry 1:283-287, 
1969, 2. Zung, W. W. K., et al: The Sleep of the De- 
pressed. Mental Health Program Reports No. 2, U.S. 
Dept. H.E.W. 265-283 (Feb.), 1968. 


In Brief: 

Actions: Norpramin® (desipramine hydrochloride) is 
an antidepressant drug of the tricyclic type. It has been 
found in some studies to have a more rapid onset of 
action than imipramine; antidepressant efficacy is sim- 
ilar though potency on a weight basis may be less. The 
earliest manifestations consist mainly of an increase in 
psychomotor activity. Full treatment benefit is seldom 
attained before the end of the second week. 
Indications: Norpramin® (desipramine hydrochloride) 
is indicated for the relief of depressive symptoms. En- 
dogenous depressions are more likely to be alleviated 
than others. 

Contraindications: Desipramine hydrochloride should 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross sen- 
sitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease, (b) with a 
history of urinary retention or glaucoma, (c) with 
thyroid disease or those on thyroid medication, (d) 
with a history of seizure disorder. 2. This drug is 
capable of blocking the antihypertensive effect of 
guanethidine and similarly acting compounds. 3. Use 
in Pregnancy: Safe use during pregnancy and lacta- 
tion has not been established. 4. Use in Children: Nor- 
pramin® (desipramine hydrochloride) is not recom- 
mended for use in children. 5. This drug may impair 
the mental and/or physical abilities required for the 
performance of potentially hazardous t^“ such as 
driving a car or operatiny m~’ ~~ 
patient shou.:d be ca: 


Precautions: This drug should be dispensed in the least 
possible quantities to depressed outpatients, since sul- 
cide has been accomplished with drugs of this class. 
It should be kept out of reach of children. Reduce 


dosage, or alter treatment, if serious adverse effects 
occur. Norpramin® (desipramine hydrochloride) ther- 
apy in patients with manic-depressive illness may in- 
duce a hypomanic state after the depressive phase 
terminates and may cause exacerbation of psychosis in 
schizophrenic patients. Close supervision and careful 
adjustment of dosage are required when this drug is 
given along with anticholinergic or sympathomimetic 
drugs. While taking this drug, response to alcoholic bev- 
erages may be exaggerated. There is limited clinical 
experience in the concurrent administration of ECT 
and antidepressant drugs; thus, one should consider the 
possibility of increased risk relative to benefits. Discon- 
tinue as soon as possible prior to elective surgery be- 
cause of possible cardiovascular effects. Hypertensive 
episodes have been observed during surgery in patients 
on desipramine hydrochloride. Leukocyte and differ- 
ential counts should be performed in any patient who 
develops fever and sore throat during therapy; the drug 
should be discontinued if there is neutropenia. 
Adverse Reactions: Cardiovascular: hypotension, hy- 
pertension, tachycardia, palpitation, arrhythmias, heart 
block, myocardial infarction, stroke. Psychiatric: con- 
fusional states (especially in the elderly), hallucina- 
tions, disorientation, delusions; anxiety, agitation; in- 
somnia and nightmares, hypomania; exacerbation of 
psychosis. Neurological: paresthesias of extremities; in- 
coordination, ataxia, tremors, peripheral neuropathy; 
extrapyramidal symptoms, seizures; alteration in EEG 
patterns; tinnitus. Anticholinergic: dry mouth, and 
rarely associated sublingual adenitis; blurred vision, dis- 
turbance of accommodation, mydriasis; constipation, 
paralytic ileus; urinary retention, delayed micturition, 
hypotonic bladder. Allergic: skin rash, petechiae, urti- 
caria, itching, photosensitization, edema (of face and 
tongue or general), drug fever. Hematologic: agranu- 
locytosis, eosinophilia, purpura, thrombocytopenia. 
Gastrointestinal: anorexia, nausea and vomiting, epi- 
gastr ~*~ nhiar taste, abdominal cramps, diar- 
~ea Endocrine: gyneco- 
its>rorrhea in the fè- 









male; increased or decreased libido, impotence, testk- 
ular swelling; elevation or depression of blood suger 
levels. Other: jaundice (simulating obstructive ). alter zd 
liver function; weight gain or loss, perspiration, flush- 
ing; urinary frequency, nocturia; parotid swellir g; 
drowsiness, dizziness, weakness and fatigue, head- 
ache; alopecia. Withdrawal Symptoms: Though rot 
indicative of addiction, abrupt cessation after přO- 
longed therapy may produce nausea, headache and 
malaise. 

Dosage and Administration: The usual adult dose: 
50 mg. three times daily; increase if necessary after 7 
to 10 days to maximum of 200 mg. daily. Dosazes 
above 200 mg. per day are not recommended. Mæn- 
tenance: At a lower dose adequate to maintain T€- 
mission. Adolescent and geriatric patient dose: 25 to 
50 mg. daily; increase to 100 mg. daily if necessary. 
Overdosage: There is no specific antidote for desipra- 
mine, nor are there specific phenomena of diagnostic 
value characterizing poisoning by the drug. The prigci- 
ples of management of coma and shock by means of 
the mechanical respirator, cardiac pacemaker, moni- 
toring of central venous pressure and regulation of 
fluid- and acid-base balance are well known in most 
medical centers. If heart failure is imminent, digitalize 
promptly. 

How Supplied: Norpramin® (desipramine hvdrochlo- 
ride) 25 mg., sugar coated tablets, yellow, in bottles 
of 50, 500 and 1000 tablets. Norpramin® (desipramine 
hydrochloride) 50 mg., sugar coated tablets, light green, 
in bottles of 50, 250 and 1000 tablets. 


orpramin 
(desipramine hydrochloride) 


Manufactured by LAKESIDE LABORATORIES 
Division of Colgate-Palmolive Compary 





Distributed by 
LAKESIDE LABORATORIES, INC. 


Milwe'ikee Wisconsin 53201 


For graduate student 
John R., lying down 

to sleep was a real 

eye-opener. 





_ Meet John R., age 33. 
B.A., cum laude 
Ph. D. in the making. 


r- 


But until recently, it looked 
as if he might not make 
it. His problem: insomnia. 
cn Clinically confirmed. Un- 
é ae wanted wakefulness every 
A, i night. It was wreaking 
havoc with his studies. And with his per- 
sonal relationships, too. 
uāālude®-300 (methaqualone) helped 
solv 
unu 


ohn R.’s problem. ..but under rather 
| circumstances. 

John R. volunteered to participate... 

along with nine other confirmed insomniacs 
..in a sleep study! of experimental design, 

single blind, to evaluate Quaalude-300 

e Sequentially, there were 

three o nights, followed by three drug 

nights, followed by four placebo nights. 

EEG recordings were obtained continuously 

from 2300 to 0600 hours. He returned for 

a second period of 10 days three weeks 

later. 

Goldstein, et a/.,2 reported that two 
Statistically significant benefits of Quaalude- 
300 were apparent in this particular study. 
e Time needed for the insomniacs to fall 

asleep was reduced. 

e Intermittent periods of wakefulness...so 
common among insomniacs...were 
shorter when Quaalude was used. 

Other clinical studies, plus experience 
in ds: practice throughout the world, 
hav: stablished the therapeutic value of 
non-Darbiturate methaqualone: Quaāālude 
can induce sleep in 10 to 30 minutes; it 
usually helps produce 6 to 8 hours of rest- 
ful sleep; Quaalude patients usually awaken 
easily and without evidence of “hangover.” 

Side effects reported have been mild, 
transient and have often proved to be sta- 
tistical f™™nsignificant when compared to 
placeb ects. Psychological dependence 
occasionally occurs, physical depend- 

ence rarely reported. (See Brief 
Summary of Prescribing Infor- 
mation.) 
Maybe your patients 
can benefit as John R. 
did, by your prescrib- 
ing Quaalude. 


Brief Summary of Prescribing Information 
Indications: Sleep. Daytime sedation. 
Usual Adult Dose: For sleep, 150-300 mg. at bedi 





time. For patients previously on other hypnotics 
300 mg. for five to seven nights. For sedatio 

75 mg. t.i.d. or q.i.d. Not recommended in cnid 
dren. Dosage should be individualized for age = 
debilitated or highly agitated patients. 


Overdosage: Acute overdosage may result in dew 
lirium and coma, with restlessness and hypertoniaa 
progressing to convulsions. Evacuate gastric coni 
tents, maintain adequate ventilation and suppor 
blood pressure, if necessary. Dialysis may be helpi 





ful. Analeptics are contraindicated. Succinylcholine —  — 
accompanied by assisted respiration has been prose 
posed for prolonged convulsions. Overdoses of 
methaqualone appear to be less often associates 





with cardiac or respiratory depression than are=— 
overdoses of oral barbiturates, but shock and res 
piratory arrest may occasionally occur. 


Contraindications: Contraindicated in women is. 





are or may become pregnant; or patients witii 
known hypersensitivity. 


Warnings: Take hypnotic dose only at bedtime. Nom 
recommended in children. Warn patient or 
Quaalude® (methaqualone) against driving a cam 
Or Operating dangerous machinery. Care neede 
when administered with other sedative, analgesie 
or psychotropic drugs or alcohol because of pos 
sible additive effects. Pending longer clinica 
experience, Quāālude should not be used continu 
ously for periods exceeding three months. Psy 
chological dependence occasionally occurs 





Physical dependence rarely reported. However 
caution needed with addiction-prone patients. 
Precautions: Use with caution and prescribe smal 
quantities in patients with anxiety states wher 
impending depression or suicidal tendencies exis 





Give in reduced doses, if at all, in patients with ime 
paired hepatic function. 


Adverse Reactions: Neuropsychiatric: headacha® 
hangover, fatigue, dizziness, torpor, transient par 
esthesia of the extremities. An occasional paticra EEE 
has experienced restlessness or anxiety. Hematow 

logic: aplastic anemia possibly related to metha 
qualone has been very rarely reported. Gastroin# 
testinal: dry mouth, anorexia, nausea, emesis 
epigastric discomfort, diarrhea. Dermatologic: dia® 
phoresis, bromhidrosis, exanthema. Urticaria ha: 

been particularly well documented. 


Supplied: Quaalude-150 (150 mg. white, scored taba 





lets). Quaalude-300 (300 mg. white, scored tablets) 
Consult complete literature before prescribing. 


1. A Comparative Study of the Effects of Methaqualon 
...on Sleep in Male Chronic Insomniacs, Goldsteir 
L. et al.: J. Clin. Pharmacol 10: 258-268, 1970. 


2. An Analysis of Effects of Methaqualone...on Sleep i 
Insomniac Subjects, Goldstein, L. et al.: Res. Comi 








munications in Chem. Path. and Pharmacol. & ~ 
927-933, 1971. 
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Quaalude: 300 mg. tablet 





For a good morning after a sleep-through nighe 


WILLIAM H. RORER, INC. 
Fort Washington, Pa. 19034 





No two depressed 
patients are exacily alike.. 
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... but for many patients with 








clinically significant depression 





TABLETS 


10 mg per cc 





NOTE: Not recommended during the acute recovery phase 
following myocardial infarction. Patients with cardiovascular 
disorders should be watched closely; arrhythmias, sinus 
tachycardia, and prolongation of the conduction time have 
been reported, particularly with high doses; myocardial 
infarction and stroke have been reported with drugs of this 
class. Close supervision is required for hyperthyroid patients 
or those receiving thyroid medication. Concurrent electro- 
shock therapy may increase the hazards of therapy; such 
treatment should be limited to patients for whom it is 
essential. Discontinue the drug several days before elective 
surgery if possible. Should not be given to patients who have 
received an MAOI within two weeks. 





Contraindications: Known hypersensitivity. Should not be given 
concomitantly with or within at least 14 days following the 
discontinuance of a monoamine oxidase inhibitor since hyperpyretic 
crises and deaths have occurred. Then initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until 
optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction or for patients under 
12 years of age. 
Warnings: May block the antihypertensive action of guanethidine or 
similarly acting compounds. Should be used with caution in patients 
with a history of seizures or urinary retention, or with narrow-angle 
glaucoma or increased intraocular pressure. Patients with cardio- 
vascular disorders should be watched closely; arrhythmias, sinus 
tachycardia, and prolongation of the conduction time have been 
reported, particularly with high doses; myocardial infarction and 
stroke have been reported with drugs of this class. Close supervision 
is required for hyperthyroid patients or those receiving thyroid 
medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has 
not been established, in pregnant patients, nursing mothers, or women 
who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. 

Precautions: Schizophrenic patients may develop increased 
symptoms of psychosis; patients with paranoid symptomatology may 
have an exaggeration of such symptoms; manic depressive patients 
mav experience a shift to the manic phase. In these circumstances, the 
j amitriptyline-4C! may be reduced or a major tranquilizer, such 

Las > nictarad sone 


i. Ms + 


you'll find a useful dosage form of 


sam ELAV! 


(AMITRIPTYLINE HCI MSD) 





close supervision and careful adjustment of dosages are requir2d. 
May enhance the response to alcohol and the effects of barbiturates 
and other CNS depressants. The possibility of suicide in dapressed 
patients remains during treatment and until significant remission 
occurs; this type of patient should not have easy access to larga 
quantities of the drug. Concurrent electroshock therapy may 
increase the hazards of therapy; such treatment should ba limired to 
patients for whom it is essential. Discontinue the drug several days 
before elective surgery if possible. Both elevation and lowerine of 
blood sugar levels have been reported. 

Adverse Reactions: Vote: Included in this listing are a few adverse 
reactions not reported with this specific drug. Hcwever, pharmaco- 
logical similarities among the tricyclic antidepressant drugs require 
that each reaction be considered when amitriptyline is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpfation, 
myocardial infarction, arrhythmias, heart block, stroke. CWS aed 
Neuromuscular: Confusional states; disturbed concentration; 
disorientation; delusions; hallucinations; excitement; anxiety; sestless- 
ness; insomnia; nightmares; numbness. tingling and paresthesias of 
the extremities; peripheral neuropathy; incoordination: ataxia; tremors; 
seizures; alteration in EEG patterns, extrapyramidal! symptoms; 
tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, urinary retentio, 
dilatation of urinary tract. A//ergic: Skin rash, urticaria, photo- 
sensitization, edema of face and tongue. Hemaio/ogic. Eone marrow 
depression including agranulocytosis, eosinophilia, purpura, hrombo- 
cytopenia. Gastrointestinal: Nausea, epigastric distress. vometing, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, 
breast enlargement and galactorrhea in the female, increased or 
decreased libido, elevation and lowering of blood sugar levels. 
Other: Dizziness, weakness, fatigue, headache. weight gain cr loss, 
increased perspiration, urinary frequency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal Symptems. Abrupt cessation 3f 
treatment after prolonged administration may produce nausea, 
headache, and malaise; these are not indicativa of addiction. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline 
HCI, in single-unit packages of 100 and bottles of 10C, 1000 and 
5000; tablets containing 50 mg amitriptyline HCI, in single-unit 
packages of 100 and bottles of 100 and 1000; for intramusc s'ar use, 
in 10-ce vials containing per cc: 10 mg amitriptyline FCI, 44 mg dex- 


M 5 D trose, 1.5 mg methylparaben and 0 2 mg peopylpara- 
ben as preservatives, and weter for irjecticn q.s. 1 cc. 
se so z 
ERCK For more detailed information, consuit your MSD 
H ARP: representative or see the Direction Cwculai 


& Morck Sharp & Dohme, Division of Merck è Co., 
DOHI j aint, Pa. 19486 
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Nhen high levels of psychic ) Its D 





must be reduced 


Valium (diazepam) can relieve 
tension-induced symptoms in 
cases of severe and repeated 
overreaction to stress, as well 
as in psychoneurotic states 
manifested by overwhelming 
anxiety alone or with second- 
ary depressive symptoms. Ten 
milligrams, t.i.d.org.i.d.,can 
reduce high levels of psychic 


tension and thereby may serve ~ 


as a valuable adjunct to your 
program of psychotherapy. 


he Laboratories 
510n of Hoffmann-La Roche Inc. 
ey. NJ 07110 





* psychic tension have subsided, 


wr 


Prompt effective action 
Significant improvement with 
Valium usually becomes ap- 
parent during the first few 
days of therapy, although some 
patients may require more 
time to obtain a clear-cut 
response. 


Titratable dosage 
When severe symptoms of 


therapy with Valium (diaze- 
pam) may be discontinued, 

or continued as needed with 
the 2-mg or 5-mg tablets, t.i.d. 
or q.l. 


Excellent tolerance 
In the usual dosage range, 
Valium is generally well toler- 
ated. The most frequently 
reported side effects have been 
drowsiness, ataxia and fatigue. 
Caution patient against en- 
gaging in hazardous occupa- 
tions or driving during Valium 
therapy. 
Consider Valium whenever 
you ascertain the need for an 
antianxiety agent in your total 
management of clinically sig- 


nificant psychic tension states. 


Before prescribing, please consult complete 
product information, a summary of which follows: 
Indications: Tension and anxiety states; somatic 
complaints which are concomitants of emotional factors; 
psychoneurotic states manifested by tension, anxiety, 
apprehension, fatigue, depressive symptoms or agita- 
tion; symptomatic relief of acute agitation, tremcr. 
delirium tremens and hallucinosis due to acute alcchol 
withdrawal; adjunctively in skeletal muscle spasm due 
to reflex spasm to local pathology, spasticity caused 

by upper motor neuron disorders, athetosis, stiff-man 
syndrome, convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the drug. 
Children under 6 months of age. Acute narrow angle 
glaucoma; may be used in patients with open angle 
glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. Cau- 
tion against hazardous occupations requiring com- 
plete mental alertness. When used adjunctively 

in convulsive disorders, possibility of increase in fre- 
quency and/or severity of grand mal seizures may 
require increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated 
with temporary increase in frequency and/or 

severity of seizures. Advise against simultaneous 
ingestion of alcohol and other CNS depressants. 
Withdrawal symptoms (similar to those with barbi- 
turates and alcohol) have occurred following abrupt 
discontinuance (convulsions, tremor, abdominal and 
muscle cramps, vomiting and sweating). Keep 
addiction-prone individuals under careful surveillance 
because of their predisposition to habituation and 
dependence. In pregnancy, lactation or women of 
childbearing age, weigh potential benefit against 
possible hazard. 

Precautions: If combined with other psychotrop:cs ar 
anticonvulsants, consider carefully pharmacology of 
agents employed; drugs such as phenothiazines, 
narcotics, barbiturates, MAO inhibitors and other 
antidepressants may potentiate its action. Usual precau- 
tions indicated in patients severely depressed, or with 
latent depression, or with suicidal tendencizs. Observe 
usual precautions in impaired renal or hepatic function. 
Limit dosage to smallest effective amount in elderly 
and debilitated to preclude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypo- 
tension, changes in libido, nausea, fatigue, depres- 
sion, dysarthria, jaundice, skin rash, ataxia, 
constipation, headache, incontinence, changes in 
salivation, slurred speech, tremor, vertigo, urinary 
retention, blurred vision. Paradoxical reactions such 
as acute hyperexcited states, anxiety, hallucinations, 
increased muscle spasticity, insomnia, rage, sleep 
disturbances, stimulation have been reported; should 
these occur, discontinue drug. Isolated reports of 
neutropenia, jaundice; periodic blood counts and liver 
function tests advisable during long-term therapy. 


to help relieve severe psychic tension 


Valium 10 
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... you don’t have the time to find, 
and read, an average of 6,000 articles 
appearing each year in world medical 
literature. The Roche Psychiatric 
Reference Service (RPRS), through 
the resources of Excerpta Medica, helps 
you “keep up” with your special in- 
terests in the literature. The service 
allows psychiatrists to select one of 
eleven groups of topics that include 
the subjects of greatest interest. 
Approximately monthly, RPRS will 
send you concise abstracts of up to 30 
papers in your special interest area. 






All psychiatrists are invited to 
participate, at no charge. 


When yowre working 27 hours a day... 


... you can’t always quantify your 
clinical records, increasing their 
significance while reducing their bulk. 
Roche has introduced a mail series on 
Psychiatric Rating Scales. Rating 
scales have gained widespread use, 
providing a common language for 
certain aspects of psychiatry by ex- 
tending clinical evaluations into 
numerical terms. The series highlights. 
clinical aspects of various scales that 
meet various needs. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 


If you wish to know more about these programs, please contact your Roche representative. 
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To Challenge You—Two Provocative New Books From 
LITTLE, BROWN 


PSYCHOTHERAPY: Experience, Behavior, Mentation, 


Communication, Culture, Sexuality, and Clinical Practice 


By DONALD J. HOLMES, M.D., Phoenix Westside Project in Community Psychiatry, Phoenix, Ari- 
rate Professor of Psychiatry, University of Michigan Medical School, Ann Arbor 


zona; Formerly Assoct 
Foreword by JULES H. MASSERMAN, M.D., Genter for Advanced Study in the Behavioral Sciences, 
Chicago 


Those psychiatrists willing and able to challenge trad itional methods and myths will relish this powerfully 
innovative book which covers all aspects of human behavior in a highly untraditional manner. Throughout 
the book the author effectively relates the major aspects of the human condition to the practice of psychi- 
atry and to man’s behavior. Mental processes, concepts of self, communication, languages, and historical 
and cultural evolution are vividly discussed. In a superb section on sexuality, the author attempts to 
desensitize the therapist to the numerous varieties of sexual behavior by means of thoughtful discussions 
and by aesthetically pleasing illustrations of sexual intercourse in its many forms. In the section on clinical 
practice the focus is again on the therapist-patient relationship. The author denounces arbitrary labeling 
of disorders and attempts to develop in the therapist a deeper concern for the patient’s welware and in- 
terests. This totally engrossing portion is written in the lively style found throughout the book and is 
illustrated with numerous case descriptions. 

1077 pages, illustrated #370614, $15.00 


SEXUAL BEHAVIORS: Social, Clinical, and Legal 
Aspects 


By 24 Authors 

Edited by H. L. P. RESNIK, M.D., Chief, Section on Crisis Intervention, Suicide, and Mental 
Health Emergencies, National Institute of Mental Health, Rockville, Maryland, and MARVIN E. 
WOLFGANG, Ph.D., Director, Center for Studies in Criminology and Criminal Law, University of 
Pennsylvania, Philadelphia 


Psychiatrists faced with preparing a clinical evaluation of sexual offenders of the law will find this new 
book indispensable. It is a necessity for the psychotherapist who is swept into procedures for pretrial 
diagnosis, recommendation for legal disposition, and finally treatment of the offender. In this volume 
the writings of recognized authorities encompass both the traditional and the newer viewpoints and 
treatment techniques. Sociological, anthropological, legal, and medical issues are covered. Consideration 
is given to society's responsibility, individual behavior, the role of the victim, and the gamut of illegal 
sexual behavior. Chapters cover such topics as the therapeutic encounter, the psychodynamic approach 
to sex deviations, behavior therapy techniques, institutional group therapy, and the therapeutic use 


of androgen-depleting hormone. #740624, $15.00 

ORDER NOW FROM: Please send me on 30-day approval: 

Little, Brown and Company _______ copies of Holmes: PSYCHOTHERAPY: Experience, Be- 

Medical Division havior, Mentation, Communication, Culture, Sexu- 
. ality, and Clinical Practice 

34 Beacon street BSG: «ci ossewowses $15.00 


Boston, Massachusetts 02106 copies of Resnik & Wolfgang: SEXUAL BEHAVIORS: 


Social, Clinical, and Legal Aspects 


(Publisher pays postage and handling E A I iye AEE TEE $15.00 
charges if check accompanies order. (J My check is enclosed C Bill me later 
«© Please add sales tax if applicable.) 
Name _ 
Address 
City State Zip Code 
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George Harris 





expects adownpour every day. 


nto each life some rain must fall 





Anxiety can be a normal response to a stressful 
situation. But when inappropriate anxiety becomes 


a way of life, medication is often indicated. 


For the patient suffering from chronic neurotic 
anxiety ‘Stelazine’ offers convenient b.i.d. dosage 
with no danger of habituation. And, since ‘Stelazine’ 
usually acts without sedation, people like George 








we Hanis can continue functioning while under treatment. 


Stelazine . 


trifluoperazine HC 


in chronic neurotic anxiety * 





Tablets: 
- ai 2 mg., 
mg. 





*‘Stelazine’ has been evaluated as possibly effective for this indication. See Brief Summary. 


Before prescribing, see complete prescribing information, including 


W symptoms and treatment of overdosage, in SK&F literature or PDR. 


Indications 

Based on a review of this drug by the National Academy of 
Sciences — National Research Council and/or other informa- 
tion, FDA has classified the indications as follows: 


Effective: For the management of the manifestations of 


psychotic disorders. 

Possibly effective: To control excessive anxiety, tension and 
agitation as seen in neuroses or associated with somatic 
conditions. 


Final classification of the less-than-effective indications 
requires further investigation. 


Contraindications: Comatose or greatly depressed states due to 
C.N.S. depressants; blood dyscrasias; bone marrow depression; 
liver damage. 


Warnings: Caution patients about activities requiring alertness 
(e.g., operating vehicles or machinery), especially during the 
first few days’ therapy. 


Use in pregnancy only when necessary for patient's welfare. 


Precautions: Use cautiously in angina. Avoid high doses and 

parenteral administration when cardiovascular system is impaired. 

Antiemetic effect may mask signs of toxic drug overdosage or 

è physical disorders. Additive effect is possible with other C.N.S. 

\ depressants. Prolonged administration of high doses may result in 

` cumulative effects with severe C.N.S. or vasomotor symptoms. If ” 

d Si aan a a drug. Agranulocytosis, thrombo- 
ia.ch—lestatic jaundita 
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~ damage 


Adverse Reactions: Drowsiness, dizziness, skin r2acticns, rach. 
dry mouth, insomnia, amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuromuscular (extrapyramidal) 
reactions: motor restlessness, dystonias, pseudo-parkirsonism, 
persistent tardive dyskinesia. 


Other adverse reactions reported with Stelazine (trifluoperaz:me 
HCI, SK&F) or other phenothiazines: Some adverse efects are 
more frequent or intense in specific disorders (e.g., mitra] 
insufficiency or pheochromocytoma). 


Grand mal convulsions; altered cerebrospinal fluid prcteins; 
cerebral edema: prolongation and intensification of the action of 
C.N.S. depressants, atropine, heat, and organophosphorus 
insecticides; nasal congestion, headache, nausea, constipaticn, 
obstipation, adynamiic ileus, inhibition of ejaculation; reactivation 
of psychotic processes, catatonic-like states; hypotension (some- 
times fatal); cardiac arrest; leukopenia, eosinophilia, pancytopenia, 
agranulocytosis, thrombocytopenic purpura; jaundice. biliary 
stasis; menstrual irregularities, galactorrhea, gynecomastia, false 
positive pregnancy tests; photosensitivity itching erythema, 
urticaria, eczema up to exfoliative dermatitis; asthma, laryngeal! 
edema, angioneurotic edema, anaphylactoid reactions; peripheral 
edema; reversed epinephrine effect; hyperpyrexia; picmentany 
retinopathy; with prolonged administration of substantial doses, 
skin pigmentation, epithelial keratopathy, and lenticular and 
corneal deposits. EKG changes have been reported, but relation- 
ship to myocardial damage is not confirmed. Discontinue long- 
term, high-dose therapy gradually. NOTE: Sudden death in satients 
taking phenothiazines (apparently due to cardiac arrest or asphyxia 
due to failure of cough reflex) has been reported, but no causal 
relationship has been established. 


Supplied: Tablets, 1 mg., 2 mg., 5 mg. and 10 mg.. in bottles 
of 100; Injection, 2 mg./ml.; and Concentrate, 10 mg./mlL. 


Manufactured and distributed by SK&F Co., Caro ina, PR. 
00630, under Stelazine® trademark license fom Smith Kline 
& French! ~horatories, Philadelphia, Pa. 
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Irritability. 
Unreasonable 
impatience. 
Unproductive days. 


Restlessness. 


TRANQUILIZERS 
MAY HELP 
BUT... 





Sec jast page of advertisement for 


WHEN THE CAUSE OF 
EMOTIONAL DISTRESS 
IS LACK OF ESTROGEN... 
AS IN THE MENOPAUSE 


In the patient near or over forty-five, many 
emotional complaints—including anxiety, 
depression, nervousness, fatigue and 
insomnia—are closely related to diminishing 
estrogen levels. The appearance of emotional 
symptoms often seems to correlate 

fairly well with declining estrogen 

levels.'* These symptoms may occur 

even before physical changes become 
apparent.’ And in patients where 

emotional instability has been latent, 

they may be unmasked and even magnified.’ 


NO 
TRANQUILIZER 
CAN FILL 

THE VOID! 


m Tranquilizers, at best, can provide 

only symptomatic relief of estrogen-related 
emotional symptoms of the menopause. 

€ Tranquilizers may obscure the physiologic 
need for estrogen replacement...delay 
needed therapy or estrogen-related tissue 
atrophy and bone degeneration. 

m Some tranquilizers may produce para- 
doxical reactions which can complicate 

the clinical picture. 

m Some tranquilizers may cause habituation 
with long term use. 





PREMARIN 


CONJUGATED ESTROGENS 


TABLETS, USP 


RELIEVES HER SYMPTOMS 
AND CONTROLS THEIR CAUSE 





Patient, age 47, before therapy.* Vaginal cy- 
togram shows virtual absence of superficial 
ceils, indicating estrogen depletion: Super- 
ficial cells— 5%/Intermediate cells—25%/ 
Parabasal cells—70%. 





Patient after PREMARIN rego erfictal 
oe nal shows reappearance of supe cial 
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By providing sound specific natural estrogen 
replacement, PREMARIN does what tranquil- 
izers, sedatives, and antidepressants can’t 
possibly do—relieves estrogen-related emo- 
tional symptoms of the menopause by treating 
the underlying deficiency. 

At the same time, PREMARIN helps control 
physiologic symptoms of estrogen depletion, 
such as hot flushes, sweats, genital tissue 
atrophy, and postmenopausal osteoporotic 
bone degeneration. 

Estrogen-related anxiety and depression 
usually respond to estrogen replacement ther- 
apy in a relatively short time.*° Other ‘‘psycho- 
genic’ symptoms such as headaches, crying 
spells, insomnia, feelings of weakness and fa- 
tigue may also be relieved.'**° And in a large 
majority of patients, PREMARIN imparts a re- 
newed sense of well-being.’ PREMARIN. It 
gives patients back something they’ve lost. No 
tranquilizer can do that. 


*Case report on file, Medical Department, 
Ayerst Laboratories, New York, N.Y. 
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__ Ayerst, 


Whether your patient is a woman of 
forty-five suffering from estrogen- 
related emotional distress...or a 
grandmother of fifty-five with 
atrophic vaginitis...or a septuage- 
narian with osteoporosis and 
chronic back pain, she may often 
benefit from continued replace- 
ment therapy with PREMARIN. 

PREMARIN is a natural estrogen. 
It contains natural estrogens ex- 
clusively—no synthetics. And 
PREMARIN provides the complete 
estrogen complex. Of all leading 
Oral estrogens, it is the only one 
whose composition meets every 
specification for conjugated estro- 
gens listed in the latest United 
States Pharmacopeia (Edition 
XVIII). >REMARIN. Thirty years of 
proven efficacy and patient accep- 
tance. Virtually free from side ef- 
fects. It's the mostwidely prescribed 
agent of its kind. 


Brief Summary. (For full prescribing infor- 
mation, see package circular.) 

PREMARIN® 

(Conjugated Estrogens Tablets, U.S.P.) 
Indications: PREMARIN provides specific re- 
placement therapy in the management of 
estrogen deficiency states, notably in the 
menopause and postmenopause. 
Precautions: /n the female: To avoid continu- 
ous stimulation of breast and uterus, cyclic 


therapy is recommended (3 week regimen 
with 1 week rest period—Withdrawal bleed- 
ing may occur during this 1 week rest period). 

Failure to control breakthrough bleeding 
or unexpected recurrence is an indication 
for curettage. 

In the male: Continuous therapy over pro- 
longed periods of time may produce gyneco- 
mastia, loss of libido, and testicular atrophy. 
Dosage and Administration: Cyclic adminis- 
tration is recommended (3 weeks of daily 
estrogen therapy and 1 week off). 

If patient has not menstruated within last 
two months or more, cyclic administration is 
started arbitrarily. If patient is menstruat- 
ing, cyclic administration is started on day 
5 of bleeding. 

If breakthrough bleeding occurs (bleed- 
ing or spotting during estrogen therapy), in- 
crease estrogen dosage as needed to stop 
bleeding. In the following cycle, the dosage 
level which was employed for hemostasis 
should be used for daily administration. In 
subsequent cycles, the estrogen dosage is 
gradually reduced to the lowest level which 
will maintain the patient symptom-free. (See 
Precautions.) 

Menopause (natural or artificial)— 
PREMARIN 1.25 mg. daily, cyclically. Ad- 
just dosage upward or downward according 
to severity of symptoms and response of the 
patient. For maintenance, adjust dosage to 
lowest level that will provide effective con- 
trol. Many clinicians favor continuing cyclic 
estrogen replacement therapy throughout 
the postmenopause as a protective influ- 
ence against accelerated degenerative 
changes at the cellular level. 

Postmenopause—(If uterus is intact the 
patient is considered postmenopausal from 


one year after cessation of menstruation to 
end of life span.) If the presenting symp- 
toms are those of the menopause, see above 
for dosage. As a protective measure against 
premature degenerative changes in bone 
and cellular metabolism (e.g. atrophic vagi- 
nitis, osteoporosis), give PREMARIN daily 
and cyclically. Adjust dosage to lowest ef- 
fective but subbleeding level. 

Estrogen Deficient Atrophic Vaginitis, 

Kraurosis Vulvae, and Pruritus Vulvae—1.25 
mg. to 3.75 mg. daily, or more, cyclically— 
depending on the tissue response of the in- 
dividual patient. 
How Supplied: PREMARIN (Conjugated Es- 
trogens Tablets, U.S.P.) No. 865—Each pur- 
ple tablet contains 2.5 mg. No. 866—Each 
yellow tablet contains 1.25 mg. No. 867— 
Each red tablet contains 0.625 mg. No. 868 
—Each green tablet contains 0.3 mg. 

Bottles of 100 and 1,000. The 1.25 mg. 
potency also available in unit dose package 
of 100. 

References: 1. Rhoades, F.P.: J. Amer. Geriat. 
Soc. 15:346 (Apr.) 1967. 2. Greenblatt, R.B., 
in Conn, H.F. (Ed.): Current Therapy 1970, 
Philadelphia, W.B. Saunders Company, 1970, 
p. 757. 3. Kerr, M.D.: Mod. Treatm. 5:587 
(May) 1968. 4. Astwood, E.B., in Goodman, 
L.S., and Gilman, A. (Eds.): The Pharmaco- 
logical Basis of Therapeutics, ed. 4, New 
York, The Macmillan Company, 1970, Chap. 
69, p. 1538 ff. 5. Penningroth, R.P., and 
Tourney, G.: Postgrad. Med. 46:118 (July) 
1969. 6. Kupperman, H.S.: Medical Aspects 
of Human Sexuality 1:64 (Sept.) 1967. 7. 
Tramont, C.B.: Geriatrics 21:212 (Nov.) 1966. 
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start her on...keep her on... 


PREMARIN’ 


(CONJUGATED ESTROGENS TABLETS, USP) 
containing natural 


estrogens exclusively 
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The 
December 1972 
Issue 
of the 
American 
Journal 
f 
Psychiatry 
Features 
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Special Section 


on 


‘Crisis Intervention” 


BATON ROUGE AREA 
PSYCHIATRISTS WITH 
FORENSIC EXPERIENCE 


Salary commensurate with training and ex- 
perience, probably $2400 per month with an 
additional $200 increase pending with civil 
service. Louisiana license required. Many excel- 
lent fringe benefits include residence with paid 
utilities and maintenance, grounds service, dis- 
count food items with home delivery, family 
clinic service and excellent vacation, retirement 
and insurance plans. Suburban living with urban 
conveniences, churches and schools. Located 
approximately 20 miles north of the limits of 
metropolitan Baton Rouge and within commut- 
ing distance of Louisiana State University in 
Baton Rouge and L.S.U. and Tulane Mecical 
Schools in New Orleans. Three other univer- 
sities, three colleges, and one junior col ege 
located within approximately 100 mile radius 
or less. Equal opportunity employer. Reply di- 
rectly to the Superintendent or Clinical Director, 
East Louisiana State Hospital, Jackson, La. 
70748. Collect calls accepted. Phone 504; 
634-2651. 


Child Psychiatry 
Residencies 


New, Board Approved, Child Psychiatry Residencies offered 


in an innovative, established clinical program. Community 
Child Psychiatry, Day Treatment, Outpatient and Residertial 
Treatment offer opportunities for a variety of -reatment 
techniques. Crisis intervention (“life-space”’ interview); be- 
havioral therapy, pharmacotherapy; individual, group and 
family treatment methods; dynamic, social and developmental 
psychiatry taught. Learning by independent study, seminars, 
supervised experiences. Multi-disciplinary staff including; six 
child psychiatrists, pediatrician, pediatric neurologist, psy- 
chologist, social workers, special education teachers, speech 
therapists, occupational therapist, recreational therapists, etc. 
Program affiliated with the University of Michigan and a 
variety of clinical settings including; community mental health 


centers, guidance clinics, etc. Salaries negotiable. 


Contact. 


Elissa P. Benedek, M.D. 
York Woods Center, Room Al 
Ypsilanti, Michigan 48] 97 
Phone: 313-434-3400 





An equal opportunity employer. 
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The newly discharged mental hospital patient — outside the protec- 
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tive hospital environment, and facing a world filled with uncertainties 


Integration into community life is likely to 
be the most difficult hurdle the newly 
discharged patient has to face. For pa- 
tients with psychotic disorders, continued 
medication is often basic to an outpatient 
treatment program that bridges the gap 
between hospital and community. 

With Mellaril, patients are generally alert 
and in better contact with reality and can 
participate more fully in the entire ther- 
apeutic program. (Even though Mellaril 
produces only minimal sedative effect, pa- 
tients should be warned about participat- 
ing in activities which require complete 
mental alertness, e.g., driving.) And, al- 
though extrapyramidal symptoms are char- 
acteristic of this class of drug, minimal 
extrapyramidal stimulation—notably pseu- 
doparkinsonism—is a distinctive feature 
of Mellaril. 


Before prescribing or administering see Sandoz lit- 
erature for full product information. The following is 
a brief summary. 

Contraindications: Severe central nervous sys- 
tem depression, comatose states from any cause, 
hypertensive or hypotensive heart disease of ex- 
treme degree. 

Warnings: Administer cautiously to patients who 
have previously exhibited a hypersensitivity 
reaction (e.g., blood dyscrasias, jaundice) to 
phenothiazines. Phenothiazines are capable of 
potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well 
as atropine and phosphorus insecticides. During 
pregnancy, administer only when the potential 
benefits exceed the possible risks to mother 
and fetus. 

Precautions: There have been infrequent reports 
of leukopenia and/or agranulocytosis and con- 
vulsive seizures. In epileptic patients, anticon- 
vulsant medication should also be maintained. 
Pigmentary retinopathy may be avoided by 
remaining within the recommended limits of 
dosage. Administer cautiously to patients partic- 
ipating in activities requiring complete mental 
alertness (e.g., driving), and increase dosage 
gradually. Orthostatic hypotension is more com- 
mon in females than in males: Do not use epi- 
nephrine in treating drug-induced hypotension 
since phenothiazines may induce a reversed 
epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe 
neuropsychiatric conditions. 

Adverse Reactions: Central Nervous System— 
Drowsiness, especially with large doses, early 
in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; nocturnal 
confusion, hyperactivity, lethargy, psychotic re- 
actions, restlessness, and headache. Autonomic 
Nervous System—Dryness of mouth, blurred vi- 


sion, constipation, nausea, vomiting, diarrhea, | 


nasal stuffiness, and pallor. Endocrine System— 
Galactorrhea, breast engorgement, amenorrhea, 
inhibition of ejaculation, and peripheral edema. 
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Skin—Dermatitis and skin eruptions of the urti- 
carial type, photosensitivity. Cardiovascular Sys- 
tem—ECG changes (see Cardiovascular Effects 
below). Other—A single case described as parot- 
id swelling. 

The following reactions have occurred with 
phenothiazines and should be considered: Auto- 
nomic Reactions—Miosis, obstipation, anorexia, 
paralytic ileus. Cutaneous Reactions—Erythema, 
exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias—Agranulocytosis, leukopenia, eosino- 
philia, thrombocytopenia, anemia, aplastic 
anemia, pancytopenia. A//ergic Reactions—Fever, 
laryngeal edema, angioneurotic edema, asthma. 
Hepatotoxicity—Jaundice, biliary stasis. Cardio- 
vascular Effects—Changes in terminal portion of 
electrocardiogram, including prolongation of 
Q-T interval, lowering and inversion of T-wave, 
and appearance of a wave tentatively identified 
as a bifid T or a U wave have been observed 
with phenothiazines, including Mellaril (thiorida- 
zine); these appear to be reversible and due to 
altered repolarization, not myocardial damage. 
While there is no evidence of a causal relation- 
ship between these changes and significant dis- 
turbance of cardiac rhythm, several sudden 
and unexpected deaths apparently due to cardiac 
arrest have occurred in patients showing char- 
acteristic electrocardiographic changes while 
taking the drug. While proposed, periodic elec- 
trocardiograms are not regarded as predictive. 
Hypotension, rarely resulting in cardiac arrest. 
Extrapyramidal Symptoms — Akathisia, agitation, 
motor restlessness, dystonic reactions, trismus, 
torticollis, opisthotonus, oculogyric crises, 
tremor, muscular rigidity, and akinesia, occa- 
sionally persisting for several months or years 
especially in elderly patients with brain damage. 
Endocrine Disturbances—Menstrual irregularities, 
altered libido, gynecomastia, weight gain, false 
positive pregnancy tests. Urinary Disturbances— 
Retention, incontinence. Others—Hyperpyrexia; 
behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, 
aggravation of psychoses, and toxic confusional 
states; following long-term treatment, a peculiar 
skin-eye syndrome marked by progressive pig- 
mentation of skin or conjunctiva and/or accom- 
panied by discoloration of exposed sclera 

and cornea; stellate or irregular opacities 

of anterior lens and cornea. 72-483 


SANDOZ 


SANDOZ PHARMACEUTICALS, EAST HANOVER, N.J. 07936 


MELLARIL 


(THIORIDAZINE) 


TABLETS: 25 mg., 50 mg., 100 mg., 150 mg., and 
200 mg. thioridazine HCI, U.S.P. 





effectively manages the 
symptoms of psychotic disorders 
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Let ARTANE interrupt the interruptions. , 


When phenothiazine side effects interrupt therapy, it’s time for ARTANE. 

Today, ARTANE is frequently the preferred agent in drug-induced parkinsonism.* It has dem- 
onstrated its ability to prevent or control extrapyramidal reactions for over two decades. 

But that’s just one reason why it’s among the most widely used agents of its kind. 


ARTANE is economical. 


And it’s available as tablets of 2 mg and 5 mg, elixir 2 mg/5cct and SEQUELS Sustained Release 
Capsules 5 mg each. SEQUELS provide convenience, smooth clinical response and minimal 


nocturnal stimulation. 


*INDICATIONS FOR ARTANE SEQUELS: 

Based on a review of this drug in sustained release form by 
the National Academy of Sciences-National Research 
Council and/or other information, FDA has classified the 
indications as follows: Probably effective as an adjunct in 
the therapy of all forms of parkinsonism (postencephalitic, 
arteriosclerotic, and idiopathic) and for the use in the 
prevention or control of extrapyramidal disorders due to 
central nervous system drugs such as reserpine and 
phenothiazines. 


Precautions: Patients with cardiac, liver or kidney disorders 
or with hypertension should be maintained under close ob- 
servation. In long-term therapy, take care to avoid allergic 
and other untoward reactions. Use with caution in patients 
with glaucoma, obstructive disease of the gastrointestinal 

or genitourinary tracts and in elderly males with possible 
prostatic hypertrophy. Geriatric patients require strict 
dosage regulation. Incipient glaucoma may be precipitated. 


THE THERAPEUTIC “~w RTAN E 
TRIHEXYPHENIDYL HCI 


ZD LEDERLE LABORATORIES, A Division of American Cyanamid Company, Pearl River, New York 10965 
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Adverse Reactions: Such effects as dryness of mouth, blur- 
ring of vision, dizziness, nausea or nervousness will be 
experienced by 30 to 50 per cent of patients. (These tend to 
lessen and can often be controlled by adjusting dosage.) 
Isolated instances of suppurative parotitis, skin rashes, 
dilatation of the colon, paralytic ileus, delusions, hallucina- 
tions and paranoia (1 doubtful case) have been reported. 
Patients with arteriosclerosis or with a history of idiosyn- 
crasy to drugs may exhibit mental confusion, agitation, dis- 
turbed behavior, or nausea and vomiting. If a severe re- 
action occurs, discontinue drug for a few days, then resume 
at lower dosage. Psychiatric disturbances can result from 
overdosage to sustain euphoria. Side effects of any atropine- 
like drugs include constipation, drowsiness, urinary hesi- 
tancy or retention, tachycardia, dilation of the pupil, 
increased intraocular tension, weakness, vomiting and 
headache. 

tLime-mint flavored, with 0.08% methylparaben, 

0.02% propylparaben, and 5% alcohol as preservatives. 
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> The Phases of Adult Life: 
A Study in Developmental Psychology 


BY ROGER L. GOULD, M.D. 


The author believes that adulthood as a 
developmental period has been conceptually 
and empirically ignored in the psychiatric. 
literature with but few exceptions. Two 
studies on the subject are reported: an obser- 
vational study of psychiatric outpatients seen 
in age-homogeneous groups and a question- 
naire study of 524 nonpatients. The author 
found discriminations between age groupings 
that center largely on the subjects’ sense of 
time and on their attitudes toward self and 
others in relation to that variable. 


ih THE WORK that is to be reported in this 
paper, the assumptions have been made 
that people continue to change over the peri- 
od of time considered to be adulthood and 
that developmental phases may be found 
during the adult span of life if they are looked 
for properly. The focus of this work is on the 
sequential change that takes place with time 
rather than on a full description of any one 
stage. The work is intended to be descriptive 
and the hypotheses to be generating. The re- 
sults of direct observations of patients and a 
questionnaire given to nonpatients will be 
presented. | 

When Freud began his exploration of the 
depths of the mind, he first found the sub- 
merged child in the supposed-to-be adult (1). 


Dr. Gould is Assistant Professor of Psychiatry, School 
of Medicine, University of California at Los Angeles, 
and is in private practice at 270 26th St., Santa Monica, 
Calif. 90402. 

Computer assistance for this work was obtained from 
the Health Sciences Computing Facility at UCLA, which 
is funded by Public Health Service grant RR-3 from the 
Division of Research Resources, National Institutes of 
Health. 
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He later carried out, against the resistance 3f 
the civilized world, the bold rescue of tae 
sentient chilc from the sterile and static 
adultomorphism preferred by his cll- 
ture (2). This two-fold discovery forced tte 
world to abandon in part the preferred view 
that adults populate the world end act ra- 
tionally as adults should. It is interesting ro 
note that the preferred view that adults are 
rational is a strongly held prejudice of man- 
kind and has fit well the needs of a Christian 
theology and a structure of civilizaticn bwit 
on the law. It is against this ingrained view of 
man as a fully formed, static, rational adult 
that the observations and insights of dynarr- 
psychiatry and psychoanalysis struggle. 

Though adolescence has been shown, ‘sinze 
the time of Freud, to be a period of dynarr:c 
and vital growth, we have not made any sr- 
nificant changes in our conceptualization of 
the periods of adulthood following the ideni- 
ty struggle of youth. We have not, propos2d 
any coherent view of the procession throuzh 
time of the adult or of psychological growth 
and change as a function of time in the adult 
years. Adults are conceived of as being in 
dynamic conflict, but without direction. Tae 
resolution of conflict is thought to lead to 
higher levels of integration and adaptivene:s, 
but not into a new personality era. Adulthord 
is still seen as a period of markirg time aid 
is not seen as a progression of siages muzi 
like the phases of rapid and slow growth of 
childhood and adolescence. 

We have learned to understand the m- 
trapsychic struggles of individuation jin 
childhood and adolescence as struggles key=d 
by the imposed role task of progressie 
separation from objects and: pushed from 
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within by a complemental evolution of inter- 
nally programmed biological changes. Both 
separation from objects and changes in our 
biological equipment are mediated by time. 
Why, in our conceptualizations, do we seem 
to assume that time no longer functions sys- 
tematically after 21 years of age and to rely 
- henceforth on thematic and adventitious fac- 
tors to ancaor our understanding of change? 
After all, both object and biological changes 
continue taroughout life. In fact, object 
changes are even more dramatic in the period 
after 21 than before 21. 

If we would take ego autonomy as our 
ideal state of individuation, we would have to 
consider urder what conditions ego autono- 
my prevails. To be autonomous while living 
alone is entirely different from that in daily 
living with a spouse. To maintain autonomy 
while sorting out the pressing demands of 
spouse and children and employer is a task of 
greater magnitude than previous tasks and 
requires 4 more highly developed psychic 
apparatus ‘= an optimal level of individuation 
is to be ma_ntained. There is a difference be- 
tween living in the world with live, healthy, 
and powe-ful parents in the background 
ready to support you and living with enfee- 
bled, dependent parents in the background. If 
anything, tke changes that take place in one’s 
parents anc in one’s children would suggest 
that time-rmediated object changes are of the 
utmost importance during the adult years and 
that the necessity for change is as imperative 
as in the period before age 21. From a com- 
monsense point of view, then, there would be 
no justification for our conceptualizations to 
imply that time no longer functions sys- 
tematically after 21 years of age and no justi- 
fication for our theories of change to rely on 
thematic ard adventitious factors as the es- 
sential elements. 


Survey of the Literature 


Although adulthood as a topic for devel- 
opmental csychology has largely been ig- 
nored, several contributions have been made 
io the topic. Erikson’s work on the seven 
stages of man (3) is probably the best known 
of these efforts. He considers his last three 
stages to be the stages of adulthood: the first 
adult stage is Intimacy and Distantiation 
versus SelfAbsorption. It represents the 
success or failure in one’s ability to be truly 
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open and capable of a “trusting fellowship” 
rather than formal separateness or pseudo- 
intimacy. This is the task of young adults be- 
fore they work on the next task, Generativity 
versus Stagnation. In this phase of adulthood, 
roughly spanning the mid-20s on, the in- 
dividual must create for himself a continuing 
giving of himself to his world in a creative, 
caretaking, participatory way that is pro- 
gressive, in order to avoid the pit of stagna- 
tion. The final stage, Integrity versus De- 
spair, includes the span from later adulthood 
to death; in this stage the individual comes to 
grips with his own life as “one’s one and only 
life cycle.” Erikson’s description of these life 
phases is very brief. He encourages others to 
fiesh them out with -detailed investigations 
and descriptions. When we compare these 
skeletal sections on adulthood with his fuller 
previous sections on childhood, we find vivid 
evidence that adulthood as a topic has been 
neglected. Erikson has broadly stroked the 
thematic dilemmas of being an adult while 
directing our attention to adulthood as a part 
of the series of phases extending throughout 
the life span. 

T. Benedek (4) has added an in-depth view 
of the psychology of being a parent in her 
work “Parenthood as a Developmental 
Phase.” She notes that there is an emotional 
normative symbiosis between parent and 
child that is based on the parent’s prior ex- 
perience of childhood and that operates 
through the mental principle that “‘the intro- 
jected object is merged with the introjected 
self in the drive experience and thereby object 
representations and self-representations are 
established in inseparable connection with 
each other.” That is, the parent is capable of 
structural change because in the deep part of 
his mind the experiences he has with his child 
are opportunities to rework intimately tied, 
structure-determining memories of his own 
childhood. This is all made possible by a kind 
of limited regression and emotional sym- 
biosis on the part of the adult parent to the 
level of the developing child. This normative 
regression and blurring of self-definition is a 
detailed look at what Erikson called mu- 
tuality during the stage of generativity. 

Rangell (5), in his paper “The Role of the 
Parent in the Oedipus Complex,” pointed out 
that the oedipus complex is a structure that 
continues into later life and organizes much 
of adult emotional behavior. His case exam- 
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ples illustrate particularly well the reversal of 
themes after the adult has passed his prime. 
The parent finds himself envious of his child, 
who is seen as being at the acme of instinctual 
potency. 

Jacques (6) has offered a penetrating ap- 
praisal of the mid-life crisis occurring in the 
mid-30s and resolving itself.in the early and 
mid-40s. He adds to his clinical observation 
and case example the weight of the words and 
lives of famous artists and writers. He dis- 
cusses this crisis period as a painful confron- 
tation with the inevitability of death and the 
finitude of time. He sees it as a period requir- 
ing that the depressive position be worked 
through again. The outcome depends on the 
balance of life-and-death forces that were 
structuralized in the style of living before the 
crisis, and its success or failure is judged in 
terms identical with those of Erikson’s stage 


-of Integrity versus Despair. 


All these analytic contributions bring im- 
portant clinical insights to bear on the subject 
of adult changes over time and suggest areas 
for more rigorous investigations. They lack, 
however, the base of detailed comprehensive 
data on the entire adult life span for a large 
number of people who can be compared on 
the same axis of measurement. 

Other investigators have attempted to 
gather this base of data through three funda- 
mentally different approaches. Biihler has 
spent a lifetime collecting individual biogra- 
phies of creative and everyday people and has 
conceptualized her material predominantly 
from. the view of value changes over the life 
span. This is the longitudinal approach. She 
finds that the phasic phenomena of the life 
cycle, as reflected in her biographical 
studies (7), can best be described as a three- 
phasic process: “‘l) a growth period from 
birth until the organism is fully developed; 2) 
a stationary growth period during which the 
Organism’s power to maintain itself and 
develop is equal to the forces of decline; and 
3) a last period of decline” (p. 13). Each phase 
can be broken into subphases and given rough 
time zones that prescribe the orientation of 
the self and organize the goals of living for 
that time period. 

Neugarten and associates (8), in a large 
field study in Kansas City, studied 710 people 
in the mid-1950s both by interview and by 
projective test schedules. They concentrated 


‘on middle life and their sample was from 40 
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to 90 years old: 


When all of the studies in this 300k are con- 
sidered together, it appears that they form two 
groups. Those in which chronological age provides 
order in the data are those when the focus was on 
the intrapsychic, the processes of the personality 
that are not readily available to awareness or con- 
scious control and which do not have direct ex- 
pression in overt patterns of social behavior. The 
second group, those in which individual differences 
are relatively independent of age, aze those where 
the focus was on more purposive processes in zhe 
personality, processes in which attempted control 
of the self and of the life situation aze conspicious 
elements (p. 192). 


Another conclusion from these studies is 
that there is an increase of interiority as azing 
advances that is clearly demonstrable by the 
mid-40s and that there is a decrease in per- 
sonality complexity with “an increasing 
dedication to a central core of values and to a 
set of habit patterns and a sloughing off of 
earlier cathexes which lose saliency for the 
individual...’ (p. 198). 

In a study concerning the changing time 
perspective in middle age, Dr. Neugarten (9) 
reported: 


Both sexes, although men moze than women, 
talked of the new difference in zhe wey time is 
perceived. Life is restructured in terms of time- 
left-to-live rather than time-since-birth. Not only 
the reversal in directionality but the awareness that 
time is finite is a particularly conspicuous feature 
of middle age. Thus, “you hear sə much akout 
deaths that seem premature. Tkaz’s one of the 
changes that comes over you over the years. Young 
fellows never give it a thought. . ..° The recogni- 
tion that there is ‘only so much zime left” was a 
frequent theme in the interviews. In -eferzing to the 
death of a contemporary, one man said, “there is 
now the realization that death is very real. Those 
things don’t quite penetrate when you’re in your 
twenties and you think that life is all ahead of you. 
Now ycu know that death wil. come to you, 
too” (9, p. 97). 

Another interviewee added: “It is as if 
there are two mirrors before me, each held at 
a partial angle. I see part of myself in my 
mother who is growing old, and part of her in 
me. In the other mirror, I see part of mvself 
in my daughter. I have had some dramatic 
insights, just from looking in those mirrors. 
... It is a set of revelations that I suppose can 
only come when you are in tke middle of. 
three generations” (9, p. 98). 

Dr. Neugarten noted that her studies have 
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relevance for a theory of the life cycle in two 
ways: 


First, in indicating that the age structure of a 
society, the internalization of age-norms, and age- 
group identifications are important dimensions of 
the social and cultural context in which the course 
of the indiv-dual life line must be viewed; Second, 
because these concepts point to at least one addi- 
tional way of structuring the passage of time in the 
life span of the individual, providing a time clock 
that can be superimposed over the biological 
clock, together they help us to comprehend the life 
cycle. The major punctuation marks in the adult 
life line tend (those, that is, which are orderly and 
sequential) to be more often social than biologi- 
cal—or, if biologically based, they are often bio- 
logical evenzs that occur to significant others rath- 
er than tc oneself, like grandparenthood or 
widowhood (9, p. 146). 


The third method adopted by psychologists 
has been to study specific questions over 
time—the ages of greatest happiness, most 
mental problems, most hospitalizations, 
greatest change in specific functions, most 
divorces, greatest contentment with age, etc. 
The composite of all of these studies could 
shed light on the life cycle as a whole. The 
number of such studies is great and they 
comprise a large percentage of the psycho- 
logical and sociological literature. Several au- 
thors (10-16) have contributed studies that 
are pertinent to the issues in this paper. 


Study 1 


Only Biihler and Erikson have looked at 
the whole life span, but neither of them sup- 
- plies us with exactly the kind of information 
we are looking for. Erikson becomes quite 
sweeping and thematic in his approach to 
adulthood after the identity crisis and Biihler 
applies a rational overview of the life span in 
terms of physiological stages, but neither 
bears down on the chronological change in 
the subjective “‘sense of the world.” By “‘sub- 
jective sense of the world” I mean the out-of- 
focus, interior, gut-level organizing percepts 
of self and nonself, safety, time, size, etc., that 
make up the background tone of daily living 


and shape the attitudes and value base from - 


which decisions and action emanate. Such a 
vague but central phenomenon requires a 
careful and thorough investigation (as well as 
a more precise definition) of individuals, with 
some optimal combination of the methods of 
psychoanalvtic investigation and Neugarten’s 
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methods. Before considering such an effort, 
we decided to inspect the terrain of the whole 
adult life span to see whether we could 
catalog the obvious and construct a plat- 
form from which to begin. This section of the 
paper presents the results of this attempt. 


Method 


We started with a simple descriptive effort. 
During 1968, all of the patients who were in 
group therapy at the UCLA Psychiatric 
Outpatient Clinic were assigned to homo- 
geneous age groups. There were seven groups, 
composed of the following age ranges: 16-18, 
18-22, 22-28, 29-34, 35-43, 43-50, and 50-60 
or more. At the end of six months a second 
set of seven groups was constituted and ob- 
served. These 14 groups were treated by 14 
third-year residents as part of their psychi- 
atric training. Each of the 14 groups was ob- 
served continuously by one of the study group 
staff, either as cotherapists or as supervisors 
via tape-recordings. The ten study group 
members (psychiatrists, psychologists, and an 
anthropologist) met every two wecks to re- 
port their observations and to make simple 
first-order comparisons. 

Although many detailed observations were 
made, in order to-begin our study on solid and 
safe ground we asked each member to char- 
acterize the age group he was studying on the 
simplest, most self-evident level. We asked 
for a level of psychological sophistication so 
low that any naïve, honest observer watching 
the group would have to agree with the de- 
scription. We were apparently successful in 
achieving this goal of simplicity and replica- 
bility by two simple measures. With the 
composition of a second set of groups after 
six months, the staff rotated age groups and 
were able to confirm the observations of their 
colleagues on new groups. The following 
summer eight first-year medical students, 
psychologically naive but bright, listened to 
the tapes of the group sessions and picked out 
the same central and salient characteristics. 


Results 


The observations made about each phase 
of life are familiar, often anticipated by 
common sense; many can easily be corrobo- 
rated by everyday experience and anecdotal 
accounts. It is the interrelationship of each 


‘age phase with the others that is unique and 


that gives us an empirically based portrayal 
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of the changes in the subjective “sense of the 
world” or “posturing of the self’ over time. 

In the group aged 16 to 18, we are un- 
avoidably struck with the theme that was like 
a motto: ““We have to get away from our par- 
ents.” The theme is loud and repetitively 
verbalized but not’ connected with any im- 
plementary action. They are all safely part 
of their families and consider themselves 
more as family members than as true in- 
dividuals. They see the future as some vague 
time “out there” when they will be liber- 
ated and mainly have a fantasy conception 
of what their own adulthood will be like. 
Their autonomy is precarious, often forti- 
fied by negativism, and subject to erosion 
from moment to moment. Although they 
long for deep close relationships with peers, 
the closeness most often found is instan- 
taneous and unstable and is followed by a 
temporary rebound back to parents. 

In the next age group, 18-22, we find a 
continuation of the theme “We have to get 
away from our parents” but from a different 
position. They feel themselves to be halfway 
out of the family and are worried that they 
will be reclaimed by the family pull and not 
make it out completely. They are involved in 
many kinds of implementing actions—living 
away from home at school, working, paying 
rent, owning their own cars—but are not 
quite totally committed to their current time 
base since it is not quite adult yet. The real 
living is just around the corner. They are es- 
pecially supportive of each other in the group 
and talk of recreating with their peers the 
family they are leaving. The peer group be- 
comes the ally that will help them out of the 
family, but in itself it becomes a new threat 
that endangers the pureness of their own au- 
thentic emerging beliefs by imposing the 
group belief as an essential for membership 
and alliance. They see their intimates as be- 
trayers if the intimate person’s way of think- 
ing is not identical to their own or if the in- 
timate cannot perform all of the soothing 
functions that the family had performed. 
Their own autonomy is felt to be established, 
but in jeopardy. They perceive a vague feeling 
that they have to keep a lid on themselves lest 
anger, fear, or depression escape. 

There is a considerable shift in the next 
group, 22-28. They feel quite established and 
autonomous and separate from their families 
and feel they are engaged in the work of being 
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adults. They particularly feel that what they 
are doing is the true course in life and there is 
very little energy wasted in consider zg 
whether their general commitments are :he 
right ones or not. Most cf their energy is 
spent mastering what they are supposed to 
be. They feel their “self? to be well-defined, 
even if they are not fully satisfied with it. 
They see their parents as people with whom 
they want to establish a modus vivendi, but to 


‘whom they still have to prove tieir comze- 


tence as adults. The peers are still important 
but not to de relied on as much as self- 
reliance and, although they can still be h—zt 
by a peer’s response to them, it is not seen as 
potentially devastating. The spouse is seen as 
a person who may not be mature enough 
now, but wita whom there is a commitment 
to make a marriage work. There is a definite 


feeling that “now” is the time for living zs 


well as growing and building for the future. 
Extreme emotions are still guarded agairst, 
but now not so much to prevent a leak as to - 
prevent disappointment. It is not sensible to 
get too high and excited because it may be 
followed by a low. The emphasis is or moc:- 
lating the emotional tone in an experimenczal 
effort to learn the proper tone for adult life. 
The following group, 29-34, seems to heve 
quite a different experience of their worid. 
Whereas those aged 22 to 28 felt they were on 
the relatively unquestioned true course of lfe 
and could devote themselves to the mastery 
of what they were supposed to be, the 29-34 
age group was beginning to question: “Wat 
is this life all about now that I am doing wat 
I am supposed to?” and “Is what I am the 
only way for me to be?” Marriage and career 
lines have been established and young chil- 
dren are growing, but some inner aspect is 
striving to be accounted for. They feel weary 
of devoting themselves to the task of bei~z 
what they are supposed to (although th=y 
continue on), and just want to be what they 
are. In particular, there is a dawnizg 
awareness that their will alone is noz all of 
them, and that inner forces reproduce pat- 
terns of behavior and relationships that they 
don’t particularly want to exist but can go 
longer ignore or will away. They no longer sze 
the necessity to prove themselves to their 
parents or highlight their differences, and n 
such a situation feel free to acknowledge ara 
accept parts of themselves as being like ard 
coming from their parents. They often see 
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their spouses as preventing this new emer- 
gence by acting as witness to their supposed- 
to-be former self and not being willing 
enough to see the new self. A most poignant 
desire is to be accepted by the spouse “for 
what I am.” Their children are becoming 
companiors and love objects. 

Just as they want to be accepted for “what 


I am,” they want to accept their own children > 


for “what they are becoming” and not impose 
roles on them. This conscious attempt to let 
their children grow freely is interfered with by 
a series of confusing temporary identifica- 
tions with their growing children. Often the 
anecdotes of their children’s behavior de- 
scribed in the group sessions were so com- 
mingled with similar memories from their 
own pasts zhat it was unclear who felt what. 

In the subsequent age group, 35-43, there is 
a continued look within and an existential 
questioninz of self, values, and life itself, but 
with a change of tone toward quiet despera- 
tion and an increasing awareness of a time 
squeeze. This tone applies to themselves, their 
parents, and their children. Instead of “I just 
want to be” with a sense of timelessness, there 
is “Have £ done the right thing?”; “Is there 
time to change?’ The children are seen as 
emerging end products of their parenting and 
reflections of their worth. There is a sense 
that not only is there little time left to shape 
the behavior of their adolescent children but 
there is uncertainty about which value lines to 
follow in the shaping and how fast their con- 
trol over zhe children is waning. Their own 
parents ai this stage turn more toward them 
and there is a muffled renewal of old conflict 
lines that is kept suppressed by the thought 
that, since the parents are getting older and 
time is running out for them, direct criticism 
would be zuilt-provoking. The sense of time 
during this stage emphasizes the finitude of 
time and there is an eye toward the past, 
present, ad future equally. Under this time 
pressure of conflict and questioning, the per- 
son looks to the spouse, who is often in a 
similar life position and is looking for the 
Same support. Work is often looked to as of- 
fering the hope of compensation for all of 
this, but in a fantasy way—‘‘one last chance 
to make it big.” 

In the 43- to 50-year-old group, we see 
some definite changes from the 35- to 43-year- 
old group and in some ways it is as though the 
issues ant:cipated are now being lived with. 
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That is, in the earlier group the emerging 
sense that time is finite is hedged by the 
compensating feeling that there is still time if 
you hurry to make some dreams come true, 
but in the 40s it is not hedged. Finite time is 
resigned to as reality and as not so malleable 
by self-illusions. The ‘‘die'is cast” feeling is 
present and is seen as a relief from the inter- 
nal tearing apart of the immediately previous 
years even though it is a bitter pill to swallow. 
They feel as if their personalities are pretty 
well set and on occasion are vocally critical of 
their parents and tend to blame them for their 
life problems.. They are eager to have social 
activities and friends, but more on a superfi- 
cial basis and more tinged with negative, 
competitive casts. They are still actively in- 
volved with their young adult children, but 
now not as ones emerging but as ones who 
have emerged and are separate. They tend to 
be watchful of their children’s adult progress 
in a specific style, i.e., with a readiness to find 
the error in their ways. They very actively 
look for sympathy and affection from their 
spouses, who in many ways they seem to be 
dependent on in a mode similar to that of 
their former dependency on parents. 

In the 50s there is a mellowing and warm- 
ing up. The negative cast of the 40s dimin- 
ishes in their relationships to themselves, their 
parents, their children, and their friends. 
Their parents are no longer the cause of their 
problems, but’ are affectionately called 
“Mom” and “Dad.” The children’s lives are 
now seen as potential sources of warm com- 
fort and satisfaction and they are concerned 
not so much with their children’s achieve- 
ments as with their happiness in personal 
terms. They value their own spouses more 
and look within themselves at their own feel- 
ings and emotions, although not with the 
critical “time pressure” eye of the late 30s or 
with the infinite omnipotentiality of the early 
30s but with a more self-accepting attitude of 
continued learning from a position of general 
stability. The spouse is seen now as a valuable 
source of companionship in life and less like a 
parent or source of supplies. Criticisms of the 
previous years are realigned to take into ac- 
count this central change. However, all is not 
as comfortable as it might appear from the | 
description of the 50s so far. There is a nar- 
row time span, with little concern for the past 
or future, which seems to be related to the 
unmentioned but imminent presence of mor- 
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tality. With this there is a renewed question- 
ing about the meaningfulness of life as well as 
a review of one’s own work contributions to 
the world. In addition, there is a hunger for 
personal relationships from a position of in- 


delible uniqueness but a necessity to stay 


away from emotionally laden topics and a 
concentration on petty annoyances, health 
topics, and an unexpected guilty shadow 
about personal sexual views. 


Study II 


The results of Study I are given descrip- 
tively and stand for themselves. We were 
impressed by the facts that differences among 
age groups could be found by the use of sim- 
ple observation and that the differences 
seemed quite substantial. We were not at all 
confident about the specificity of our age 
groupings nor about the generalizability of 
our observations to a non-help-seeking popu- 
lation. We had no socioeconomic data for 
disaggregating our sample into subgroups. 
This second study adds more information on 
age specificity and generalizability but does 
not contribute to our knowledge of possible 
subgroup variability based on such factors as 
sex, income, race, religion, or occupation. 


Method 


We constructed a questionnaire that could 
be administered simply to a nonpatient 
population. The items that composed the 
questionnaire were salient statements heard 
in the “phase of life?” groups. To avoid over- 
weighting the questionnaire with the clinical 
bias we developed during the group observa- 
tions, we enlisted the aid of eight first-year 
medical students. These students were pre- 
sented with all of the tape-recordings of the 
two sets of “phase of life’ groups. The stu- 
dents broke up into small groups and listened 
to the tapes after receiving one simple in- 
struction from me “List the statements 
describing personal feelings that stood out 
during the tape-recorded sessions.” A com- 
pilation of these statements from all the 
age groups was then organized into topical 
sections. The topical section titles were in- 
ductively arrived at from the content of the 
statements. We decided to include only 16 
statements in each topical section since we 
had decided on a forced-choice ranking 
format. 
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The titles were not printed on tne cues- 
tionnaire but the eight titled sections were: 1) 
sense of time; relationships to 2) parents, 3) 
friends, 4) children, 5) spouses; ard feelings 
about 6) own personality, 7) job, and 8) sex. 
We added two additional sections that were 
not empirically determined, sectiors 9 and 
10. In section 9 we asked the subjects to rank 
order a list of major concerns in life. In sec- 
tion 10 we asked them to rank ordez the im- 
portance of the major people in their every- 
day life—children, parents, spouse, self, and 
boss—in regard to each of the following: 
companionship, approval, decisicn-making, 
and general influence. Section | o7 zhe ques- 
tionnaire is included here as an example of 
the wording and type of statements in the 
questionnaire: 


1. I feel that some exciting things are going 
to happen to me. 

2. I never plan on what tomcr-ow may 
bring. | 

3. It hurts me to realize that I will not get 
some things in life I want. 

4. I live for today; forget the past. 

5. I think things :aren’t as good as they 
used to be. . 

6. I believe I will some day have everything 
I want in life. 

7. My life doesn’t change much from year 
to year. 

8. There is little hope for the future. 
, 9. Itry to be satisfied with what I have and 
not to think so much about the things I 
probably won’t be able to get. 

10. I wish I could change the past. 

11. I dream about life ten years from now. 

12. I spend more time now thinking about 
the past than about the future. | 

13. There’s still plenty of time to do most 
of the things I want to do. 

14. I would be quite content to remain as 
old as I am now. 

15. I find myself daydreaming about good 
experiences in the past. 

16. I will have to settle for less than I ex- 
pected, but I still think I will get mest things I 
want. 


The questionnaire was then given to a white 
middle-class educated population af 524 wha 
were selected by two criteria; they were not 
psychiatric patients and they were avzilable 
through a network of acquaintances ema- 
nating from a core of eight medical students 
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FIGURE 1 
Sample Curves Associated with the Time Boundaries of the Adult Life Span 
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and several hospital volunteers. Monitoring 
of the age of the respondent as the question- 
naires were returned allowed us to purpos- 
ively sample ages not represented in the early 
returns. Our final sample included approxi- 
mately 20 subjects for each year between 16 
and 33 and 20 subjects for each three-year 
span between 33 and 60. The male-female 
ratio was approximately l:l for the total 
sample but was unevenly distributed, with 
women being disproportionately represented 
cver age 45. 


Results 


Each subject supplied each of the 16 
statements in each section with a rank order 
from one to 16. Curves for each statement 
were plotted on the basis of the average rank 
ordering for the 20 subjects at each age. Since 
there were 142 separate statements compos- 
ing the questionnaire, there were 142 scores 
for each age between 16 and 60 and 142 
curves were developed from these scores. 
Each age-point on each curve therefore rep- 
resents the average rank order of 20 same- 
aged subjects for that statement relative to 
the other 15 statements in its section. 

By putting all of the curves on a single type 
of graph (using ages 16—60 as the abscissa), we 
were able to clearly see the unstable periods 
when response scores changed, i.e., when the 
zreatest number of statements changed rank 
order (see figure 1). These change periods 
were interpreted as transitional periods or 
time zone boundaries. The bulk of the re- 
sponses stabilized in thé period between ages 
22 and 29 and remained stable throughout the 
life span. The stable response curves of this 
period provide us with a well-established 
baseline. The responses of the 16- to 17-year- 
olds were almost identical, except in age- 
inappropriate areas (children, job security, 
etc.), to the stable patterns of those aged 22 
to 29. In contrast, the 18- to 22-year-olds re- 
sponded discontinuously. After 29, the rank 
order of selected statements began to change 
from the age baseline at two ages, 30 and 37. 
Most of these late-changing curves stabilized 
at around age 43. A less impressive but defin- 
ite series of response fluctuations occurred at 
the end of the fourth decade. Thus there are 
suggestions of seven distinct age periods: 
16-17, 18-21, 22-28, 29-36, 37-43, 44-50, 
and 51-60. 

In the previous step, we were not interested 
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in which statements changed rank order, cnly 
the number of changes in rank order at a cer- 
tain time. To begin to look at the content of 
the statements with changing scores between 
i6 and 60, we graphed each topical section 
individually. Since the statements were em- 
pirically determined, there was no correct 
answer and no logical connection that could 
be applied in rank ordering the section. 
Therefore, the change in rank for each 
statement from one year to the next becomes 
the measure ofa type of collective subjective 
accounting, representing the average 
“hunches”? of 20 subjects at each age. A 
statement that rings a bell or connects with a 
feeling of immediacy will rise in rank for that 
age group and will have to compete with oth- 
er such statements or consistently popular 
stereotyped statements. 

For the purposes of establishing the time 
boundaries of the adult life span, those curves 
with the most rapid and stable changes (and 
face validity when compared with the bulk of 
unchanging curves) interest us the most and 
are presented in figure 1. Several of the curves 
lend weight to our clinical observation of the 
groups and add a knowledge of age specif.city 
that we did not have. As can be seen in graph 
l, the ranking of. the statement “My per- 
sonality is pretty well set” takes a dramatic 
jump to a new level between 41 and 43. 

In another group observation, we noted 
that the strong desire to be ‘“‘accepted for 
what I am by my spouse” is present in the 28- 
to 34-year-old group. That statement was 
present in two forms in the ques-ionnaire 
under two separate sections: “I wish that 
people would accept me for what I am as a 
person” under the friend section, and the 
more specific “I want to be accepted for what 
I am by my spouse” under the marital sec- 
tion. The two curves are shown in graphs 2 
and 3 and it can be seen that the excursion 
from the baseline is quite specifically related 
to spouse and takes place between ages 28 
and 32. 

In the statement “I am content to remain 
as old as I am,” there is a gradual continuous 
rise during the 20s starting from a low at 
18-19 until a peak is reached at 29 with a 
sharp descent in the 30s. This adds weight 
to our observation that there is a merked 
subjective experience in the early 30s thet life 
is much mere difficult and painful than it ap- 
peared in the 20s. 
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By comparing them with the 20s, we 
can use these three curves (graphs 2-4) to 
bracket the 30s with some evidence that a 
change or opening-up process begins in 
the 30s and a stabilization and closing-off 
process begins.in the early 40s—-around 43 
as experienced and reported by our sample. 
. Now let us look more closely at our curves for 
the 30s, which add weight to the observation 
that this age period is a time of active 
psychological change. 

We can categorize the curves of the 30s as 
demonstrative of two major shifts. There is a 
gradual peeling away of the magical illusions 
of omnipotence and omnipotentiality and 
there is an identification of the self with the 
family. 

Under the first category are the curves of 
graphs 5-11. As can be seen, there are sig- 
nificant changes beginning in the 30s as the 
sense of time becomes finite while a rec- 


onciliation with the limitations of being. 


merely mortal involves work choice, the sense 
of well-being, money resources, and the de- 
terioration of some general abilities. It is well 
to note that most of these processes start in 


the mid-30s and leave the early 30s free of the ` 


constricting sense of time that characterizes 
the late 30s and early 40s in our group obser- 
vation. 

The curves interpreted as part of the proc- 
ess of turning inward toward the family and 
a blurring of self-definition with the family 
are as shown in graphs 12-17. There is direct 
evidence in this series of curves that the pref- 
erence schedule for involvement switches in 
the early 30s from the stable patterns of 
the 20s. There is a turning away from an ac- 
tive social life outside the family to a focus 
on their own children and a reconsidera- 
tion of their parents’ mistakes with them 
while they are considering their mistakes with 
their own children. In addition, there is a 
drifting downward in the sense of satisfaction 
in the marriage as compared with the highly 
valued marriage of the 20s. There is also in- 
creased difficulty in making the marriage 
work and complaints of not being able to 
communicate with the spouse (graph not 
shown). Parent, child, self, and spouse are all 
intimately interrelated and interchangeable 
by the substitution processes that seem to 
appear in these graphs. 

In the 40s, two things happen to the 
curves of the questionnaire answers. Between 
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40 and 43 there is a series of temporary ex- 
cursions from well-established lifelong base- 
lines on statements dealing with personal 
comfort, indicating an acutely unstable peri- 
od with a great deal of personal discomfort. 
In addition to the return to baseline on these 
statements at 43, there is a general stabiliza- 
tion and leveling off of the changes started in 
the early and mid-30s. This coincides with the 
dramatic affirmation of the feelings that one’s 
personality is pretty well set (graph 1) and 
that life does not change from year to year 
(graph 7). : 

Marital happiness and contentment with 
the spouse continue to increase, along with a 
renewed interest in friends and social activi- 
ties, as seen in graph 18. Friends and social 
activities are not substitutes for concern with 
one’s own children, which continues at a very 
high level. 

In the 50s the curves indicate that one be- 
gins to feel less responsible for one’s children 
and begins to look for the children’s approval 
aS a meaningful concern to be ranked as 
coequal with self-approval and the spouse’s 
approval. The concern with health increases 
during the 50s. The certainty that time is 
running out is reflected in several curves, es- 
pecially graphs 5 and 6. 


Discussion and Conclusions 


There is a great danger in trying to use 
cross-sectional data as an aid to our under- 
standing of a continuous process. The differ- 
ence in responses by age may reflect the se- 
quence of cultural values learned during 
formative years by different groups rather 
than a response determined primarily by the 
age of the responder. The questions with 
moral implications are most likely to fall in 
the former category. Most of the changing 
curves presented in this paper do not fall into 
the moral, learned response category but are 
questions related to time sense that are most 
likely to be age-determined. With these limi- 
tations in mind, I think we are on safe ground 
in considering that the longitudinal process is 
represented in this sequential series of cross- 
sectional samples. 

Some of the results of our questionnaire 
study are happily supported by the few inde- 
pendent studies already in the psychological 
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literature that deal with this subject. In par- 
ticular, our curves on marital happiness (16), 
contentment to remain the same age (14, p. 
373), anxiety in the 40s in relation to per- 
formance (17), a sense of the finiteness of 
time in the mid-30s (11), reconciliation in the 
40s (12), health concerns (13), decreased 
interest in social activities in the 30s, and in- 
creased interest in friends and organizations 
in the 40s (15) all conform to the results of 
previous studies using different methodol- 
ogies and different populations. The correla- 
tion of the questionnaire results with these 
independent studies, and the similarity of 
the findings of our direct observation of 
patients to those of the questionnaire study 
of nonpatients, certainly provide evidence 
that the adult period is a time of active and 
systematic change. In addition, there 1s 
strong evidence that a series of distinct stages 
can be demarcated. 

The studies reported in ‘this paper have 
` been designed to cancel out individual differ- 
ences in order to highlight whatever sameness 
inheres in a group of age-peers. Patients and 
nonpatients are not discriminable in these 
studies, but this in no way implies there is no 
difference between the groups. We looked 
only at the contents of the subjective experi- 
ence relative to age, not the intensity of the 
degree to which this reality of time interacts 
with other powerful factors in people’s lives. 
Although the results may be considered fac- 
tual inasmuch as they can be confirmed or 
negated by other observers, they are not ob- 
servations pertinent to any one individual but 
constructs derived from specific groups that 
may be applicable to other groups. 

The results are best thought of as a de- 
scription of a sequence of process fluctuations 
that define the posturing of the self to its inner 
and outer world over time. The fluctuations 
are time-dominated, but not necessarily age 
specific for any one individual. In addition, 
the fluctuations take place within the context 
of a total personality, life-style, and subcul- 
ture and each man can be compared only with 
his own self at a former time. How these 
shifts are expressed and coped with is a mat- 
ter of individual psychology beyond the 
scope of this paper. The subject of this 
paper has been the manner in which the 
passage of time influences the actuality of 
experiences during the adult life span. 
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Effects of Dextroamphetamine, Chlorpromazine, and 
Hydroxyzine on Behavior and Performance in 
Hyperactive Children 


BY L.M. GREENBERG, M.D., M.A. DEEM, PH.D., AND S. McMAHON, M.D. 


In an eight-week double-blind study 61 hy- 
peractive school-age boys were randomly 
assigied to chlorpromazine, dextroampheta- 
mine. hydroxyzine, or placebo groups. Chlor- 
promazine and dextroamphetamine, virtually 
equally effective, were significantly more ef- 
fective than -hydroxyzine in modifying hy- 
peractivity. Dextroamphetamine produced 
frequent side effects; chlorpromazine did. not. 
The authors suggest that because response to 
the latter two drugs is highly individualized, 
final selection must depend upon clinical 
acumen and perhaps a trial of medication. 


RECENT SURVEY by Greenberg and 

Lipman (1) revealed that pediatricians 
and cild psychiatrists were inconsistent in 
their treatment of hyperactive children. Al- 
though the pharmacotherapy of hyperactive 
children has been the subject of many clinical 
and experimental studies for more than 30 
years, most of the clinicians surveyed report- 
ed that they did not know enough about these 
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children and psychoactive medication to 
prescribe medication with confidence. The 
clinicians were confused by the inconsistent 
results reported in the literature and experi- 
enced in their practices, 

The hyperkinetic reaction of childhood is 
an ill-defined behavior disorder, often of 
unknown etiology. Although schoolteachers 
“know” what a hyperactive child is, clinicians 
and researchers frequently cannot agree. It is 
only recently that objective measures of ac- 
tivity level have been used by a few research- 
ers (2). However, these developments are of 
limited clinical significance. Several investi- 
gators have questioned the assumption that 
the child’s activity level is the proper “target” 
symptom (3). Instead, the hyperactivity often 
appears to be the result of a more basic dis- 
turbance of attention that can be caused by 
many psychiatric, neurologic, pediatric, and 
psychological processes. More frequently 
than not, studies of hyperactivity in children 
focus on particular facets of the problem, 
such as learning problems or minimal brain 
dysfunction, rather than on the broader topic. 
This can be attributed in part to the paucity 
of multidisciplinary research in this area and 
to the complexities of the behavior distur- 
bance. 
= The pediatric psychopharmacotherapy 
literature contains few rigorously conducted 
studies of drug effects on behavior, many 
contradictory and questionable findings are 
reported (2, 4). Unfortunately, multidrug 
comparisons are exceedingly rare in this field 
even though the clinician is in great need of 
the type of data that can be obtained from 
such studies. This study was designed to 
determine the clinical efficacy of three com- 
monly prescribed medications—chlorpro- 
mazine, dextroamphetamine, and hydroxy- 
zine—in the treatment of hyperactive 
children. 
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Method 
The Sample 


The study sample consisted of 76 school- 
age black boys, most of whom were inner-city 
residents. The boys, aged six and one-half to 

.l1 years (mean=8.7 years), were referred by 


school personnel or by physicians to an out- 


patient clinic at Children’s Hospital of the 
District of Columbia because of hyperactivi- 
ty, impulsivity, poor attention span, and poor 
academic performance. The mean [Q scores 
on the Wechsler Intelligence Scale for Chil- 
dren (WISC) were: verbal—87, perform- 
ance-—-86, and full scale—85. There were no 
To differences among the groups in 

2, IQ, length of drug trial (8.3 WELES and 
o rate (14.4 percent). 


Clinic Routine and Drug Administration 


Following referral, a comprehensive eval- 
uation was completed, including social work 
interviews as well as pediatric, psychiatric, 
and psychological evaluations. Patients were 
reviewed in a diagnostic conference, and the 
staff pediatrician met with parents and child 
to interpret preliminary diagnostic results. If 
the child was diagnosed as hyperkinetic, then 
the eight-week trial on medication, schedule 
of drug administration, clinic procedures, and 
possible side effects were also discussed. 

Children were randomly assigned to one of 
four treatment groups using a double-blind 
technique. The three drugs and placebo were 
all packaged in unmarked pink number-2 
capsules and dispensed at the hospital phar- 
macy. The medication was prescribed by the 
number of capsules administered in the 
morning with breakfast and at midafternoon. 
Each capsule contained 25 mg. of chlorpro- 
mazine, 5 mg. of dextroamphetamine, 25 mg. 
of hydroxyzine, or placebo. The number of 
capsules was gradually increased except when 
the presence of side effects necessitated a 
lower dose. During the fourth to eighth weeks 
an average of 125 mg. of chlorpromazine, 25 
mg. of dextroamphetamine, and 150 mg. of 
hydroxyzine were administered daily. At the 
eighth week the comprehensive evaluation 
was repeated and a final diagnostic staff 
meeting was held. 


Assessments 


We assessed the following items: incidence 
of side effects; a psychiatric rating based on 
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clinical interviews; a comprehensive psy- 
chological’: evaluation including WISC, 


Porteus Maze Test, figure drawings, and 
Bender-Gestalt; behavior ratings of hyperac- 
tivity by mother, teacher, and each cknician 
(based on the Schaefer-Aaronson Scales [5]); 
and clinical judgments of improvement by the 
mother and each clinician. The psychiatric 
rating scale was composed of inferential 
statements about the child and his behavior 
including intensity and frequency of motor 
restlessness, attention span, emotional labili- 
ty, self-control, cooperation, relationship, 
depression and anxiety levels, content and 
prevalence of fantasies, and characterization 
of thinking processes. Clinical judgments 
were based on the information available- to 
each judge and were divided into five catego- 
riés ranging from “worse” to “very im- 
proved.” More detailed data analyses of some 
of these measures (particularly the behavior 
ratings and psychological tests) are planned 
for later publications. 


Results 
Side Effects 


The chlorpromazine group reported 
sleepiness and increased appetite significantly 
more often than did any of the other children 
(table 1). Children receiving dextroam- 
phetamine complained of decreased appetite 
and had stomachaches more often than cid 
the hydroxyzine- and placebo-treated chil- 
dren. Two of the children receiving dex- 
troamphetamine manifested marked re- 
One subject 
receiving dextroamphetamine (10 mg. per 
day) became overtly psychotic. The intens:ty 
of all of the side effects improved with a de- 
crease in dosage. 

Significant changes in weight occurred, as 
demonstrated by analysis of covariance. As 
might be expected, a period effect on weight 
was noted for all groups; however, drug ef- 
fects were also significant. The chlorproma- 
zine group gained weight, with a maximum 
gain of 11 pounds. The dextroamphe-amine 
group lost weight, with a maximum loss of 
seven pounds. (Maximum placebo gain and 
loss were seven pounds and one pound, re- 


_ spectively.) Table 2 presents the percentage 


of children who lost or gained weigat and 
the mean weight changes for each group. The 
difference in weight change between the 
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TABLE 1 
Percentage of Subjects Reporting Side Effects . 
PLACEBO CHLORPROMAZINE DEXTROAMPHETAMINE HYDROXYZINE 

SIDE EFFECT IN = 10) (N = 17) (N = 17) (N = 17) 
Sleepiness 30 82* : 35 16 
increased appetite 10 76 16 29 
Decreased appetite 20 16 76" 35 
Insomnia 10 42 53. 18 
Increased depression 10 16 ll 12 
irritability @) 12 29 6 
Dizziness 0 23 23 16 
Headache 10 23 41** 16 
Stomechache O PE ioa 41t Q 
Psychosis 0 9 6 0 








* Greater than the other three groups, using p < .10 as the level of statis-icai significance. 
** Greater than placebo, using p < .10 as the level of statistical significance. 
***Greater than hydroxyzine, using p < .10 as the level of statistical significance. 
+ Greater than hydroxyzine and placebo, using p < .10 as the level of statistical significance. 


chlorpromazine and dextroamphetamine 
groups is significant at the .05 level (Scheffe 
test). 


Dosage Level 


When the subjects who reached and main- 
tained maximum dosage were examined, dif- 
ferences among the treatment groups became 
evident (table 3). All of the subjects in the 
hydroxyzine group attained maximum dos- 
age (150 mg. per day), while less than half of 
the subjects receiving dextroamphetamine or 
chlorpromazine reached this goal. Approxi- 
mately half of the dextroamphetamine group 
were kept on a low ‘dose, on which they 
seemed to benefit without the side effects en- 
countered in higher dosage levels. Nearly 
one-fourth of those who reached the maxi- 
mum dose of chlorpromazine at four weeks 

' were later reduced to a lower dose because of 
side effects. The mean number of capsules per 
day at eight weeks was as follows: placebo— 
5; calorpromazine—5; dextroamphetamine 
—5; and hydroxyzine—6. 


Psychiatry 


Comparisons of the pretreatment and 
posttreatment psychiatric ratings indicate 


improved in self-control with reference to the 
placebo group (p<.10). While the other 
changes are not statistically significant, they 
represent trends that suggest hypotheses for 
further studies of drug effects. Chlorpro- 
mazine treatment appeared to be associated 
with increased motor restlessness, improve- 
ment in the organization of thought proc- 
esses, and reductions in the prevalence of 
fantasies and level of depression. Dextroam- 
phetamine was associated with decreased 
anxiety and either increased or decreased 
(bimodal distribution) motor restlessness, 
level of depression, and severity of psychiatric 
diagnosis. Hydroxyzine treatment was asso- 
ciated with increased motor restlessness and 
improvements in the level of anxiety and 
severity of psychiatric diagnosis. 

Psychology 


Results for the WISC performance scale, 
the Porteus Maze Test, the figure drawings, 
and the Bender-Gestalt appear in table 4, 
which presents the adjusted mean scores at 
the eighth week from the analysis of covari- 
ance. The mean posttreatment performance 
IQ for the dextroamphetamine group was 
significantly greater than the mean for the 


that the dextroamphetamine-treated children placebo group (p<.05, Dunnett’s test), 


TABLE 2 
Weight Changes 
PERCENTAGE SHOWING CHANGE MEAN CHANGE (POUNDS) 

ORUG GROUP NUMBER* INCREASE DECREASE INCREASE DECREASE 
Placebo 9 77 10 2.8 1.0 
Chiorpromazine 14 93 0 3.9 0 
Dextraemphetamine 15 13 73 0.66 3.2 
Hydroxyzine : 15 66 7 2.0 1.0 


* Data available for subjects who made ali four visits. 
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TABLE 3 


Characteristics of Drug Administration 


PLACEBO CHLORPROMAZINE DEXTROAMPHETAMINE HYDROXYZINE 
DRUG ADMINISTRATION (N = 10) {N = 17} iN = 17) (N = 16} 
Maximum dose at four weeks 8 9 5 13 
Maximum dose at eight weeks 7 6 8 16 
Consistently low dose 2 7 7 0 








whereas the means for the chlorpromazine 
and hydroxyzine groups were not. For the 
Porteus data, analysis of covariance revealed 
significant differences among the four drug 
groups (p<.05). The Newman-Keuls test 
indicated that the dextroamphetamine group 
had significantly greater Porteus IQs than 
either the placebo- or chlorpromazine-treated 
children (p<.05). Although the results for 
each of the medication groups were better 
than those for the placebo group on the fig- 
ure drawing and Bender tests, none of these 
results was statistically significant. 


Behavior Ratings 


Analysis of the hyperactivity ratings indi- 
cates significant drug effects for home and 
pediatric ratings, but not for teacher, psy- 
chiatric, and psychological ratings. Results of 
the home behavior ratings indicate consist- 
ently decreasing hyperactivity scores for all 
treatment groups between the fourth and 
eighth weeks on medication. In addition, 
these ratings of hyperactivity discriminated 
among the four treatment groups (p<.01). 
Children receiving chlorpromazine or dex- 
troamphetamine demonstrated the greatest 
reduction in hyperactivity at the completion 
of the drug trial. Both groups had significant- 
ly lower hyperactivity scores than did the 
placebo group (p<.05, Newman-Keuls test), 
but there were no differences between the 
chlorpromazine and dextroamphetamine 
groups. The mean score for the hydroxyzine 
group was greater than that for the placebo 
group and less than the means for the other 
treatment groups, but it was not significantly 


different from each. Results for the pediatric 
ratings of hyperactivity followed patterns 
similar to those of the mothers. . 


Clinical Judgments 


Analysis of variance tests determined sig- 
nificant differences among treatment groups 
for pediatric, psychological, and total staff 
ratings of clinical improvement. Scheffe tests 
(table 5) indicated that the dextroampheta- 
mine-treated children received significantly 
higher ratings of improvement than children 
receiving placebo by the pediatrician (p<.05), 
psychologist (p<.05), and total staff (p<.1(). 
Only the pediatrician rated another medica- 
tion, hydroxyzine, as producing significantly 
more improvement than placebo (p<.05). 


Discussion 


Side Effects 


The selection of appropriate treatment for 
any disorder is influenced by ease of admia- 
istration and probability of adverse effects. 
These must be weighed against desired ef- 
fects. All of the active medications used in 
this study were associated with side effects to 
a far greater extent than was placebo. Yet 
only chlorpromazine and dextroampheta- 
mine demonstrated significant differences in 
the number of side effects when each was 
compared to the other treatment groups. The 
low incidence of side effects with hydroxyzine 
is consistent with findings in a previous repcrt 
(6), although drowsiness and dry mouth 
might have been expected as frequent com- 
plaints, 


TABLE -4 
Adjusted Mean Scores at Week Eight on Selected Tests 


TEST PLACEBO 
Performance IQ (WISC) 88.0 
Porteus IQ 96.9 
Figure drawing iQ 89.2 — 
Bender-Gestailt (Koppitz errors) 9.2 


* Greater than placebo; p < .05. 
**Greater than placebo and chlorpromazine; p < .O5. 
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DEXTROAMPHETAMINE HYDROXYZINE 


92.7 96.2* 91.4 
98.6 111.5** 103.6 
92.1 939 93.3 

7.1 7.7 7.1 
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TABLE 5 
Mean Judgments of Improvement by Staff 


536 

JUDGE PLACEBO 
Pediatrician 2.30 
Psychiatrist 3.30 
Psychologist 2.60 
Total staff 2.20 


‘CHLORPROMAZINE 


3.24 
3.00 
2.56 
3.06 


DEXTROAMPHETAMINE ` HYDROXYZINE 


4,18* 3.71* 
2.59 3.18 
3.88* 2.59 
3.13** 294 








*Signiticantiy different from placebo (Scheffe tests); p < .05. 
**Sicnificantly different from placebo (Scheffe tests); p < .10. 


The findings in this study are consistent 
with reports of increased sleepiness, appetite, 
and weight, which have been commonly as- 
sociated with administration of chlorpro- 
mazine. In addition, symptoms of gas- 
trointestinal disturbances were encountered. 
Since chlorpromazine is known to block al- 
pha sympathetic functions, it is interesting to 
note that no significant change took place in 
blood pressure. (Systolic and diastolic pres- 
sures were analyzed separately.) There were 
no cases of agranulocytosis (7) or changes in 
liver. function during the eight weeks of 
treatment. None of the children experienced 
the rare complications of urinary retention, 
edema, or extrapyramidal symptoms (8). 
Chlorpromazine did not produce a greater 
incidence of depression than placebo or hy- 
droxyzine. 

The dextroamphetamine group experi- 
enced a significant number of most of the 
expected side effects (anorexia, weight loss, 
insomnia, headache, and stomachache), but 
tachycardia and hypertension. did not occur 
significantly more. often than with place- 
bo (9). The improvement of the child with 
dextroamphetamine-induced psychosis upon 
withdrawal of medication is similar to that of 
a case reported by Ney (10). The patient’s 
history will be reported in detail elsewhere. 
The incidence of this serious complication 
may not be so small as was once thought. 

An unexpected finding was increased de- 
pression in children treated with dextroam- 
phetamine. It had been expected that dex- 
troamphetamine would function as a mood 
elevator. There are several possible explana- 
tions for the increase. Psychotherapists have 


long been aware of the phenomenon of acting .. 


out. As long as the individual is able to dis- 
charge intrapsychic conflicts through direct 
action, there is little opportunity for the 
conflict itself to be perceived by the individu- 
al. The behavior (acting out) is the designated 
problem, and the intrapsychic conflicts are 
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not recognized. When chemical agents are 
administered, dramatic changes in long- 
standing behavioral patterns are effected. In- 
trapsychic conflict would then become ines- 
capable, resulting in increased depression. 
The child is now face-to-face with his conflict. 
In addition, the sudden change in behavioral 
patterns will arouse considerable anxiety and 
depression as the child struggles to obtain 
better control of his impulses and conflicts. 

Barcai (11) has suggested that altered in- 
terpersonal patterns of behavior were the 
major source of “neurosis”? or depression in 
these children. There is no doubt that the 
suddenly altered behavior stresses the envi- 
ronment. The child’s changed behavior does 
conflict with the expectations of authority 
figures and meaningful others—parents, sib- 
lings, peers, and teachers. In the ensuing 
struggle to redefine the situation, the child, 
confused by the mixed messages and chang- 
ing field, becomes increasingly frustrated and 
depressed. However, this confusion is proba- 
bly not the primary cause of neurotic or de- 
pressive symptoms. Rather, the neurotic 
conflicts are the antecedents’ that become 
more apparent when the behavior is altered. 

The hypothesis that depression. is the 
causal factor leading to hyperactivity has also 
been suggested. The models frequently cited 
are the agitated depressive and the manic- 
depressive. These models may hold. for a 
small number of hyperactive children. How- 
ever, there is no evidence to support the theo- 
ry that depression precedes the behavioral 
disturbance. In fact, there is much clinical 
evidence that refutes this hypothesis. Many 
hyperactive children become less depressed 
when able to concentrate and therefore cope 
with their problems more successfully. 

One final explanation is relevant. The 
pediatrician, who saw the children frequently 
during the study, reported that they appeared 
more depressed during their last clinic visit 
than in previous ones. These children enjoyed 
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their clinic visits and looked forward to them. 
The clinic was the one place where they ex- 
perienced acceptance, understanding, and 
gratification of their dependency needs. It 
would not be surprising, then, to observe the 
increase in depression in children faced with 
the threat of an imminent separation. 


Dosage Level 


It appeared that the dosage level attained 
was inversely related to the incidence of side 
effects. Thus hydroxyzine dosages were 
maintained at maximum levels (150 mg. per 
day’ with relatively few side effects. This ob- 
servation may help to explain the pattern of 
administration of medication to hyperactive 
children reported by Greenberg and Lip- 
mar. (1). They noted that over one-fourth of 
the pediatricians surveyed prescribed hy- 
droxyzine, although they reported that the 
psychostimulants were drugs of choice. 


Psychiatry 


The tendency toward bimodal responses 
with dextroamphetamine treatment has been 
reported by others(12). Children tend to 
show either dramatic improvement or equally 
dramatic deterioration with this medication. 
Preliminary studies reported by Satterfield 
and associates (13). suggest that two 
subgroups of hyperactivity exist, as defined 
by psychophysiological tests. Children who 
improved during psychostimulant therapy 
were characterized by a lower central nervous 
system (CNS) arousal level prior to treat- 
ment. The children who did not improve with 
psychostimulant treatment appeared to be 
characterized by higher CNS arousal levels 
prior to treatment. Our clinical observations 
appzar to support these findings, and an ad- 

ditional study is being conducted at the pres- 
~ ent time (14). 


Psychology 


Previous research with children has studied 
the effects of chlorpromazine, dextroam- 
phetamine, and methylphenidate on a num- 
ber of psychological tests (15-18). In contrast 
to chlorpromazine, the psychostimulants 
have consistently been associated with im- 
proved functioning, particularly on the per- 
formance scale of the WISC and on the 
Porteus Maze Test. Results from the present 
study, which also included a minor tran- 
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quilizer, indicated that all three active medi- 
cations tended to have a more favorable ef- 
fect on psychological measures than did 
placebo. 

Dextroamphetamine was thé most con- 
sistent in showing the selective and positive 
effect on test performance, enhancing func- 
tion on the performance scale of the WISC 
and on the Porteus Maze Test. Improved 
performance on these tasks has usually been 
explained as the result of increased attention 
and/or increased cortical control. For ex- 
ample, the Porteus Maze Test has been ac- ' 


.cepted as a measure of control and inhibi- 


tion (19). Two other possible explanations, 
changes in motivation and motor control, are 
less likely. If motivation were affected, one 
would anticipate a generalized impact on 
performance. However, stimulants seem to 
affect tasks selectively. The paucity of posi- 
tive findings with measures of motor coordi- 
nation appears to disprove the postulated 
motor control changes. For example, the 
stimulants have had no effect on scores on the 
Bender-Gestalt (12, 17,20). Furthermore, 
Knights and Hinton(18) found that 
methylphenidate did not affect the Bender- 
Gestalt scores or two separate measures of 
motor steadiness. __ 

Contrary to expectation, when chlozpro- 
mazine was administered to hyperactive 
children in therapeutic dosages it did not ad- 
versely affect cognitive and motor function- 
ing. Therapeutic use of chlorpromazine in 
adults has usually resulted in intellectual de- 
terioration (21). Helper and associates (22) 
reported that chlorpromazine had a negative 
influence on children’s performance on the 
Porteus Maze Test and on paired-associate 
learning tasks. Werry and associates (15), 
however, compared the effects of chlorpro- 
mazine and placebo and found no significant 
differences on subjects’ performance on 32 
subtests of psychological measures. Th2 
finding that chlorpromazine can reduce hy- 
peractivity (as judged by mothers and pedia- 
tricians) without impairing performance or 
learning is meaningful in terms of clinical 
application. 

Hydroxyzine did not affect performance on 
the test battery. Because of the absence of 
findings on psychological measures, it was 
concluded that hydroxyzine served as an ac- 
tive placebo at least with reference tc test 
performance. 
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Behavior Ratings 


The reactive nature of hyperactivity and 
the situational determinants of activity level 
have been discussed in detail by others (23). It 
has been shown that activity in children can 
vary from day to day, situation to situation, 
or from time to time within the same situa- 
tion. It would not be surprising, then, to find 
that changes in hyperactivity vary from 
classroom to home to clinic. The findings of 
others do, in fact, support the hypothesis of 
differential drug effects depending on the 
situation observed, the raters employed, and 
the specific scale used. 

Tne Werry-Weiss-Peters Scale (24) has 
been used to measure the effects of chlorpro- 
mazine, dextroamphetamine, and methyl- 
phenidate on home behavior (12, 19, 25). 
Others have successfully used the same scale 
to show effects of the stimulants on be- 
havior as perceived by parents (16, 18). In 
the present study, equivalent sets of behavior 
rating scales were used to evaluate the effects 
of drugs on hyperactivity at school, home, 
and in the clinic. The statistically significant 
decrease in hyperactivity as measured by 
motiers’ ratings of home behavior was 
consistent with the results of the pediatric 
ratings of behavior. This result is note- 
worthy when one considers the dissimilarity 
in the situations. However, not only were 
the mothers present during the pediatric 
examinations, but their weekly reports may 
have influenced the pediatric ratings. 
Stucies are planned to further develop the 
clinizal ratings of behavior as clinical tools. 


Clinical Judgments 


The pediatrician rated the dextroam- 
phetamine and hydroxyzine groups as sig- 
nificantly more improved than the placebo 
group. The chlorpromazine group, although 
not significantly different from the placebo 
group, tended to approach the dextroam- 
phetamine and hydroxyzine groups in im- 
provement. These judgments were based on 
clinical change and information from the pa- 
tient, who was biased by the incidence of side 
effects. 

The psychologists’ significantly higher rat- 
ing of dextroamphetamine, in comparison to 
placebo, reflects the differences in pretreat- 
men: and posttreatment performance of the 
children. 

Total staff judgments were based on clini- 
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cal change as reported by all sources of datg 
and on the incidence of side effects. Dex- 
troamphetamine was again judged to be sig- 
nificantly better than placebo in spite of the 
high incidence of side effects. 

The children preferred dextroamphetamine 
least of all. This finding is noteworthy, how- 
ever, in view of the concerns about the pos- 
sible euphoric (and potentially addicting) ef- 
fects of dextroamphetamine in hyperactive 
children (26). None of the subjects reportec 
euphoric effects. Instead, many of therr 
complained about the medication. Even some 


- of-the children who recognized considerable 


improvement in their thinking and behavio- 
did not like dextroamphetamine. They com- 
plained particularly of being more irritable 
tearful, and easily upset. The occurrence o` 
these side effects seemed to be the major fac- 
ior in determining the children’s judgment o7 
drug efficacy. 

The judgments of improvement by profes- 
sionals and patients in this study appeared tc 
be influenced by the following factors: the 
amount of data available to the judge; the 


type of data; the particular settings and sit- 


uations involved in obtaining the data; the 
judge’s criteria of improvement; the role of 
the judge, observer, or participant; and the 
attitudes and experiences of the clinicians. 
parents, and children with previous drug 
treatment, as well as a number of other 
nonspecific factors. Two of these factors 
merit comment. The type of data available tc, 
the researcher is usually cross-sectional in 
nature. Unlike the mother, teacher, and 
pediatrician, the researcher seldom observes 
the subject longitudinally. Unfortunately, the 
researcher, by designing the short-term study 
with little opportunity for repeated measures, 
restricts the clinical value of the research. 

In pharmacotherapy research, it is of con- 
siderable importance to explicitly state not 
only the data upon which clinical judgments 
are based, but also the criteria used. As illus- 
trated in the present study, conclusions about 
a medication’s usefulness are dependent on 
the criteria selected to assess clinical change. 
At this time in pharmacotherapy research. 
the establishment of standards for improve- 
ment remains a critical unsolved need. 


Conclusions 


Chlorpromazine. Chlorpromazine was 
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moderately effective in modifying hyperac- 
tive behavior, with almost no serious side 
effects. The absence of adverse effects is strik- 
ing in view of past reports of detrimental ef- 
fects on test performance. 

Dextroamphetamine. Dextroamphetamine 
was associated with both strongly favorable 
and strongly unfavorable observations, al- 
though fewer of the latter. The frequent 
physical and psychiatric side effects necessi- 
tated many dosage manipulations. 

Hydroxyzine. Hydroxyzine was associated 
with few favorable or unfavorable effects. 

The determination of whether dextroam- 
phetamine or chlorpromazine is preferable 
for an individual’s treatment remains prob- 
lematic. Predictors of improvement with 
either medication have not been delineated, 
and response is highly individualized as we 
know it now. The final selection must still 
depend upon clinical acumen and, perhaps, a 
trial of medication. It is felt that the physician 
evaluating the progress of his patients during 
treatment may well rely upon the mother’s 
reports, as well as on his own clinical judg- 
ment. In addition, for longitudinal informa- 
tion, it may be useful to employ behavior rat- 
ings by mother, teacher, and pediatrician. 
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The Effect of Third-Party Paymenton . 
the Practice of Psychotherapy 


BY PAUL CHODOFF, M.D. 


Many issues are raised by the use of third- 
party mechanisms such as health insurance to 
pay for psychotherapeutic services. These in- 
clude such questions as confidentiality, diag- 
nostic and reporting practices, the medical 
versus the nonmedical model, and transfer- 
ence-countertransference relationships. The 
role of peer review and other quality control 
mechanisms will undoubtedly increase as 
psychiatry is asked to document more fully 
than in the past the criteria for various forms 
of psychotherapy and to demonstrate their 
effectiveness. 


RECENT ISSUE of the Journal of the 

American Medical Association (1) con- 
tained a letter from a psychiatrist asking for 
guidance about a sticky situation with which 
he had been confronted. He was treating the 
mistress of a married man who asked the 
psychiatrist to make out the bill in his name 
as if he were the patient. It had occurred to 
the psychiatrist that the married man’s pur- 
pose was not only to keep the relationship 
secret but also to collect insurance payment 
for the services. What, dear editor, the psy- 
chiatrist prayed, was his duty in the face of 
this thorny ethical and legal conundrum? 

This tidbit illustrates that when we accept 
the participation of an otherwise uninvolved 
third party in the financial aspects of the 
psycnotherapeutic contract, we have come 
very far from the simple and uncomplicated 
situation in which the purveyor of the psy- 
chotierapeutic services is paid directly either 
by the recipient of those services or by some- 
one, usually a relative, who has a personal 
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interest in and responsibility for the patient or 
client. 

However, the issues raised by the increas- 
ing use of impersonal third-party payment 
mechanisms such as health insurance for 
psychotherapeutic services far transcend in 
scope and importance the doctor’s dilemma 
described above. In those areas of the country 
in which this method of payment has become 
a significant factor in the financial transac- 
tions between the two parties involved in 
psychotherapy, a host of unexpected prob- 
lems has appeared, either as a direct result of 
the new mode of payment or because prob- 
lems previously dormant or glossed over have 
begun to surface with an urgency demanding 
answers in terms of dollars and cents rather 
than theories. 

To suggest the range of these problems, I 
could mention that third-party payment has - 
brought into question such issues as confi- 
dentiality, the therapist’s allegiance, diag- 
nostic and reporting practices, and transfer- 
ence-countertransference relationships in the 
therapy. Professional identity confusions ap- 
pear as the therapist becomes less a priest and 
more a businessman and the organizations to 
which he belongs become involved increas- 
ingly with guild and political concerns rather 
than with purely professional ones. Ulti- 
mately the third-party interest raises ques- 
tions about the applicability of the medical 
model to psychotherapy. 

Third-party payment, of course, occurs not 
only in the private practice of psychotherapy 
but also when psychiatric care, including 
psychotherapy, is provided in state and fed- 
eral hospitals and in outpatient psychiatric 
clinics and community mental health centers 
funded by various means. However, in this 
discussion I shall confine myself to the setting 
with which I am most familiar—that is, the 
office practice of private psychotherapy—and 
I will draw to a considerable extent on the 
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experiences of myself and my colleagues in 
the Washington, D.C., area, where the Fed- 
eral Employees Health Benefits Program has 
provided a substantial portion of the income 
of psychiatrists treating government em- 
ployees and their families. 


Medical Versus Nonmedical Model 


For the federal employee in the Washing- 
ton area whose major medical insurance 
coverage provides 80 percent payment for 
Outpatient psychotherapy, the third-party in- 
fluence may first be felt at the point when a 
prospective patient seeks a therapist. Of 
course in those cases in which he is referred to 
or seeks out a physician specializing in psy- 
chiatry, the problem I will delineate does not 
arise. But the potential patient may instead be 
considering treatment with a nonphysician, 
such as a psychologist. If he is paying for the 
services out of his own pocket he can choose 
between the psychiatrist and psychologist on 
the basis of what he knows about the kinds of 
services these two disciplines provide and his 
feeling about the particular individual. How- 
ever, if the insurance carrier is paying a sub- 
stantial portion of the fee, there will usually 
be an advantage in choosing the psychiatrist 
instead of the psychologist since the former 
will be treated by the insurance carrier like 
any other doctor and will receive his pay- 
ments accordingly, as long as he lives up to 
certain requirements. The psychologist, 
however, is not an M.D. and he will therefore 
be in a somewhat ambiguous and unclear 
position as a potential recipient of payment 
for medical services. If the patient is insured 
by the largest local carrier, the Blue Cross 
and Blue Shield plan covering federal em- 
ployees, the psychologist therapist will have 
to submit himself either nominally or sub- 
stantially to the supervision of a psychiatrist 
physician before his services become eligible 
for insurance payment; this will affect both 
his self-image and his relationship with the 
patient. 

The magnetism of financial advantage in- 
herent in this situation will have a differing 
effect on psychiatrists and on nonmedical 
psychotherapists. The former group includes 
a substantial number who in the- past have not 
been reluctant to emphasize the ways in 
which they are dissimilar from other physi- 
cians. Such attitudes are likely to be reversed 
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as psychiatrists respond to the economic spur 
of third-party payment, prodding them tc 
mend their medical fences and reestablisk 
their allegiance to the medical model; this 
obscures some of the real problems about its 
applicability to their psychotherapeutic prac- 


tices. The nonmedical therapist, on the other 


hand, may find himself on the horns of a 
dilemma since, although his heart may be 
with the behavioral change model, his pock- 
etbook may push him toward at least grudg- 
ing acceptance of the medical model. That is. 
in order to fall within the purview of medica. 
insurance, he will have to acknowledge that 
he is treating disease rather than charging 
behavior. 

He may choose the alternative of seeking g 
basic change in the criteria used by the in- 
surance companies, that is, to try to convince 
them that psychotherapeutic treamen: by 
psychologists should be accepted as parallel 
and equal to that by. psychiatrists (2). This 
course, which is being pursued by the Ameri- 
can Psychological Association, raises very 
fundamental questions about the use of med- 
ical insurance for purposes that could be 
considered nonmedical and may also tend to 
widen the breach between medical and non- 
medical psychotherapists, already illustrated 
by the recent conflicts within major psy- 
choanalytic organizations about the admis- 
sion of certain non-M.D.s as full-fledged 
members. Although real and substantive dif- 
ferences are involved in this dispute there also 
appears to be a hidden agenda present in the 
form of economic guild issues, one of which is 
the fate of psychoanalysis under present in- 
surance plans and, even more, under a future 
national health insurance program. 


Confidentiality 


Let us assume now that the therapist has 
been selected and that he is a physician. The 
contract between patient and physician must 
now include provisions for complying wita 
certain requirements of the third-party in- 
surance carrier. With the approval and 
knowledge of the patient, some facts about ° 
the patient will have to be conveyed to the in- 
surance company by the psychiatrist. But if 
this requirement is complied with, what about 
the ideal of absolute confidentiality in the 
psychiatrist-patient relationship? This is aa 
emotionally laden area for many psychia- 
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trists, inducing a great deal of anxiety and 
resentment and, along with this, certain de- 
fensive maneuvers. Some psychiatrists, 
choosing to disregard the axiom that he who 
pays the piper calls the tune, may.go so far as 
to deny that the insurance company has the 
right to any information about the patient for 
whose treatment it is authorizing payment; 
these psychiatrists may then engage in con- 
flicts or obfuscating maneuvers with the car- 
rier. 

Even though the majority of psychiatrists 
reccgnize the legitimate need of the insurance 
carrier to have certain facts about the cases 
for which they are authorizing payment, they 
may be troubled by this requirement and by 
its possible effect in breaching the trust the 
patiznt must have that he can say anything at 
all to his therapist without fear of disclosure. 
To obviate this: uneasiness, psychiatric or- 
ganizations in the Washington area have 
worxed with the insurance carriers to define 
and keep to a minimum the information the 
carriers require to carry out their obligation 
to their policy holders and to ensure that such 
information remains only in authorized 
hands. 

But the uneasiness among psychiatrists, 
justified or not, remains. One of the ways in 
which it is manifested is in the diagnostic re- 
porting of the condition for which the patient 
is being treated. Although I have no data on 
this matter, it is my impression that the most 
common diagnoses submitted on insurance 
company forms are anxiety neurosis and de- 
pressive neurosis; such DSM-II (3) diagnoses 
as alcoholism, schizophrenia, and homosex- 
uality are made so infrequently as to suggest 
that patients suffering from these conditions 
may be receiving other diagnoses. 

If this kind of mislabeling is occurring, two 
sets of reasons could be advanced for it, both 
at least partially the result of the influence of 
third-party payment. The first (already men- 
tioned) is the psychiatrist’s uneasiness about 
the confidentiality of the information he is 
transmitting to an impersonal bureaucracy, 
where leakage cannot be ruled out; this 
leakage, including the diagnoses I have just 
- mentioned, may be harmful to the interests of 
the patients under his care. In this case, inci- 
dentally, there is no doubt that the psychia- 
trist’s allegiance is to his patient rather than 
to the insurance company, so that conflicts 
about whose interest he is representing would 
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not arise as they might in other instances of 
third-party payment such as the military 
service, where a psychiatrist might have a real 
conflict between his allegiance to his patient 
and to the military organization of which he 
is a member. 

But fears that confidentiality may be 
breached are not the only reason for the 
diagnostic reporting practices I have suggest- 
ed. A second factor is the difficulty in con- 
forming some patients to the diagnostic 
scheme of DSM-II (3). This is not a problem. 
in the case of all or even most psychiatric pa- 
tients receiving psychotherapy; most fall quite 
comfortably into medically oriented diag- 
nostic rubrics, whether or not the psychiatrist 
chooses. to employ them. However, especially 
among patients who are being treated by in- 
tensive psychotherapeutic (including psy- 
choanalytic) techniques, there are a certain 
number whose problems, although real, can- 
not be adequatedly described in medically 
oriented diagnostic terms. These are the 
people whose difficulties in such interper- 
sonal areas as family, work, and social rela- 
tionships result in relatively little disability in 
the ordinary medical use of this term. When 
such individuals pay for their own psy- 
chotherapy, the troublesome question of 
whether they conform to the medical defini- 
tion of a “patient”? need not be a matter of 
concern to themselves or to their therapists. If 
the need and the suffering are sufficient, 
treatment will be undertaken regardless of 
diagnosis or of whether the sufferer is a “‘pa- 
tient.” However, medical insurance requires 
medical diagnoses, and unless this require- 
ment is altered for certain categories of pa- 
tients seeking psychotherapy, the psychiatric 
profession is under the increasing necessity of 
somehow coming to terms with the problem 
of diagnosis. 


Effect on Treatment Pattern 


Having agreed to undertake a psy- 
chotherapeutic enterprise together, the two 
parties involved must now also agree on the 
frequency of visits, a decision that is of major 
importance in determining whether the psy- 
chotherapy will be at the supportive end or 
the more intensive, psychoanalytically ori- 
ented end of the spectrum of possible ap- 
proaches. When substantial third-party 
financial assistance is available, this choice ° 
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becomes relatively free of financial hin- 
drances so that it may be dictated more by 


the therapist’s judgment about what would > 


be best in this particular case than by the 
patient’s means. Such a payment arrange- 
ment provides an opportunity for individuals 
otherwise not able to afford it to receive 
skilled and experienced psychotherapeutic 
help. 

However, although substantial help in 
paying for psychotherapy is clearly beneficial 
in allowing a freer choice of treatment 
modality, there may be other consequences. 
For instance, the absence of clear-cut indica- 
tions for various types of psychotherapy 
might influence therapists, to choose the kind 
of therapy they prefer to do rather than to 
make a decision on the basis of more objec- 
tive criteria; an increase in the more intensive 
types of treatment might well result. This 
danger is not unique to psychiatry; it has been 
pointed out as a general trend in medicine 
that the existence of third-party payment 
provides “little incentive for efficiency. In- 
siead, the trend is to use the higher cost fa- 
cilities and services and to make as many of 
these available as possible” (4). On the other 
hand, it is likely that one of the factors stim- 
ulating the present popularity of the various 
varieties of group therapy is the availability 
cf insurance payment. 

It is also clear that as long as there is a 
discrepancy in the amount of insurance 
coverage in different geographical areas, 
more psychotherapeutic services will be dis- 
pensed where insurance coverage is substan- 
tial. For example, in the Washington, D.C., 
area the organization previously known as the 
Baltimore Psychoanalytic Society has 
changed its name to the Baltimore-D.C. 
Psychoanalytic Society, since more of its ac- 
tivities are taking place in Washington than in 
Baltimore, where insurance coverage of 
mental disorders is much less extensive. Such 
a differential will tend to disappear once the 
uniform provisions of a national health in- 
surance program have been agreed upon and 
implemented; the effect of third-party pay- 
ment on the choice of psychotherapeutic 
modalities will then be determined by the 
amount of coverage for outpatient psy- 
chotherapy contained in such a program. 

I will now turn to the effect of third-party 
payment on the course of the psychotherapy 
itself, that is, its influence on such treatment 
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dynamics as transference-countertrans‘er- 
ence issues, resistances, fantasies, defense, 
motivations for treatment, etc. This subject, 
which merges with the general effect of pay- 
ment on psychotherapeutic transactions, 
although rich in its implications for psy- 
chotherapy, ñas to the best of my knowl- 
edge not been sufficiently treated in the rel- 
evant literature. Such discussions of the 
subject as exist are found mainly in regard to 
intensive psychotherapies, and especially 
psychoanalysis, since it is in these forms of 
therapy where a scrutiny of the relationship 
between therapist and patient is of such im- 
portance that these issues find their fullest 
play and are most likely to be affected bv fi- 
nancial transactions. 


The Issue of Financial Sacrifice 


As far as psychoanalytic psychotherapy is 
concerned, the paramount question posed by 
the increasing availability of third-party 
payment is whether and to what extent such 
treatments are crippled when regular, direct 
payments are not made by the patient to the 
therapist. In a paper written in 1964 (£), I 
summarized the classical psychoanalytic 
position as holding that the analyst must re- 
quire sacrificial fees from his patient because 
they provide the patient with motivation, 
generate anzlytical material, and are benefi- 
cial to the countertransference. However, re- 
ports of actual experiences with free and low- 
cost analysis available at that time suggested 


.that such a payment milieu was not fazally 


inimical to treatment; rather, despite theo- 
retical preconceptions and individual ex- 
amples to the contrary, the evidence indi- 
cated that psychoanalysis can proceed 
successfully in the absence of fees or with 
low fees. This finding supported the view that 
motivation for patients to work at psycho- 
analysis (or in psychotherapy generally) 
is not simply a function of the willingness 
to spend money for treatment; such a will- 
ingness is an evidence of motivation but it 
cannot provide motivation. There is ample 
experience that motivation to work in psy- 
choanalysis may very well be present in high 
degree ever. when the treatment does not 
represent a financial sacrifice. It appears 
that the fee is a more important source of 
motivation for the therapist than for the 


patient. 


[55] 


544 


Since 1964 third-party payment has be- 
come far more common than formerly, and 
a considerable amount of experience has ac- 
cumulated on the effects of third-party in- 
surance payment on psychoanalytic and other 
forms of psychotherapy. A recent report by 
Halpert (6) sounds a warning note, on the 
basis of two cases, that insurance payment 
may offer a focus for resistance, making the 
analytic task more difficult. 

There is also a school of thought which 
holds that no form of psychotherapeutic 
treatment in which payment is not a private 
matter between therapist and analysand can 
be considered psychoanalysis. This represents 
an example of classification by definition and 
if it is accepted, one will have to find a new 
name for what many fully qualified psy- 
choanalysts with impeccable credentials are 
doing with patients from whom they receive 
third-party payment under the mistaken no- 
tion that they are practicing psychoanalysis. 

My own experience and that of the col- 
leagues with whom I have discussed this 
matter seems to support the view that when 
payment is made partially through a third 
party, some problems appear in the psy- 
choanalysis or other intensive psychotherapy 
that otherwise would not be present. Some 
are like the ones cited in Halpert’s cases, 
where the narcissistic gratification the pa- 
tients were reported to have received in the 
form of fulfillment of fantasies of omnipo- 
tence from the fact that they themselves did 
not have to pay for the treatment was suffi- 
cient to interfere with their motivation to 
work in their analyses. 

However, fantasies of this kind often ap- 
pear in analysis and are subject to interpreta- 
tion and working through like any other kind 
of fantesy. It sometimes may even be an ad- 
vantage to the analysis to have the patient 
feeling zhat he is getting something for noth- 
ing mobilized by the fact that he does not 
have to pay, in exactly the same way that 
other fantasies may be mobilized and must be 
interpreted when the patient: must make reg- 
ular payments. At any rate, the practice of 
psychoanalysis and other intensive psy- 
chotherapy with third-party payment is 
flourishing where such payment is available, 
and there is no reason to believe that the re- 
sults of such psychotherapy are in any way 
inferior to those produced in direct-payment 
settings. 
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The Trend Toward Greater 
Accountability 


In making the above statement, I am aware 
that I am venturing on rather shaky ground 
because of the uncertainty that pertains to the 
whole field of outcome studies in psy- 
chotherapy. The reasons for this state of af- 
fairs are complicated. The most important 
may simply be the extreme difficulty of the 
task, but it also seems likely that practitioners 
of psychotherapy have not been particularly 
motivated to scrutinize their work and that of 
their colleagues in a manner approaching 
scientific standards. However, this is a situa- 
tion that inevitably will change under the 
economic spur of third-party intervention as 
the various carriers increasingly supplement 
the monetary carrot with the stick of ac- 
countability. Insurance officials and their 
actuaries are going to want to know what 
they are paying for, whether patients are 
being treated under proper indications, and 
whether psychotherapeutic practices are 
being abused. They expect this kind of ac- 
countability from surgeons, and although 
somewhat confused by the differences be- 
tween psychiatry and the other medical 
specialties, they are not likely to regard psy- 
chiatrists as any more sacrosanct or im- 
mune from questioning than other medical 
specialists. | 

Also, we are undoubtedly entering an era 
when organizations of psychiatrists and other 
psychotherapists are going to have to nego- 
tiate contracts with various insurance 
carriers, and in these negotiations the repre- 
sentatives of psychiatry will have to answer 
such questions if they wish their services to be 
included under insurance coverage. Thus we 
see that an already troublesome problem— 
the criteria for various forms of psy- 
chotherapy and evaluation of their effective- 
ness—has been given a new urgency by the 
increase in third-party payment. 

A relatively new development in psychiatry 
is the peer review committee, which makes 
recommendations about such matters as fees 
and indications for typé and duration of 
treatment when these are called into question 
in individual cases. It is difficult to imagine 
that monitoring agencies of this kind would 
ever have been considered necessary or useful 
before the interposition of a third-party 
payment mechanism between patient and 
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therapist. There is little doubt that the near 
future will see an increasing use of such 
quality control methods; the real question is 
whether they will be adequate and acceptable 
or whether such functions will be taken out of 


" tae sole control of psychotherapists. Whether 


tais latter eventuality, with its far-reaching 
effects, ever comes to pass is dependent on the 
attitude of psychiatrists who specialize in 
psychotherapy not only toward peer review 
committees but also toward all the other is- 


` gues involving third-party payment that | 


have raised. 

If they take the position that everything 
which happens between their patients and 
themselves is nobody’s business but their 
own, they will be in a difficult and anxiety- 
provoking situation in dealing with third- 
party requirements; they may be better off 
refusing to accept patients who pay their bills 
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by such means. If, however, they accept the 
queen’s shilling of insurance payment for part 
of their patients’ financial obligations to 
them, they will have to come to terms with 
some of the hard questions I have touched 
upon. 
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Women Who Seek Therapeutic Abortion: 
A Comparison with Women Who Complete 
Their Pregnancies 


BY CHARLES V. FORD, M.D., PIETRO CASTELNUOVO-TEDESCO, M.D., 
AND KAHLILA D. LONG 


The authors compared 40 women. seeking 
therapeutic abortion with 52 pregnant women 
who were not requesting abortion. The wom- 
en in the abortion group complained more 
frequently of depression, anxiety, insomnia, 
loss of libido, anorexia, and suicidal ideation: 
Their average MMPI scores were signifi- 
cantly elevated for most scales. The women in 
the abortion group were more likely to have 
received psychiatric treatment, to have poorer 
sexual adjustment, and to reject the mater- 
nal role. The concept of “accidental” preg- 
nancy is questioned, since women in both 
groups made little effort to prevent concep- 
tion. 


LTHOUGH SO FAR most reports about 
A abortion have dealt either with the moral 
issues surrounding this procedure or with its 
psychological effects, some recent surveys 
have studied the women who request abortion 
and have suggested that they may have some 
commen psychological characteristics. Si- 
mon and his colleagues (1, 2) concluded that 
these women show disturbances of feminine 
identity, tend to reject their maternal role, 
and use pregnancy as a way of acting out 
sadomasochistic impulses. Kimball (3) has 
noted that teen-age pregnancies may be part 
of an attempt to establish sexual identity and 
that unwanted pregnancies in older women 
may aim at denying the approaching meno- 
pause. Rapoport (4), in a study of a group of 
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American women who requested abortion in 
Sweden, found that in many cases conception 
appeared to be the result of conflictual and 
disorganized sexual behavior. Kenyon (5) also 
reported a high frequency (62 percent) of 
sexual problems in his series of women who 
sought abortion. The possibility that unwant- 
ed pregnancies may not be “accidental” is 
suggested by reports that conception often 
cannot be traced either to ignorance of sexual 
function or birth control techniques or to 
contraceptive failure (1, 3, 6). 

Unfortunately, most studies in this area 
have suffered from sampling deficiencies. 
Reports from a particular hospital may be 
biased by religious or socioeconomic criteria 


.or by the policies of that hospital’s abortion 


committee. Lack of adequate controls has 
made it difficult to interpret data obtained 
from widely differing population samples. 
When an effort has been made to include a 
control group, the results often have been less 
satisfactory. Kenyon (5), for example, em- 
ployed a comparison group of women who 
were routine psychiatric referrals. These 
nonpregnant, obviously neurotic women 
cannot be considered a suitable control 
group. ) 

With these considerations in mind, we de- 
cided to compare a group of abortion appli- 
cants with a control group of pregnant wom- 
en selected at random from the hospital’s 
prenatal clinic. We particularly wish to em- 
phasize that the abortion group consisted of 
consecutive applicanis for abortion rather 
than those who were finally selected. We have 
already reported our experience with those 
women who actually had abortions (7). 


Method 


Forty consecutive women requesting abor- 
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TABLE 1 
Comparison of Religious, Racial, and Economic Characteristics 





ABORTION GROUP 
N = 


ITEM NUMBER 
Roman Catholics 
Active and inactive 16 
Active only 1 
Protestants, active 8 
Public aid recipients 14 
Racial minority group members 16 


tion at a large county hospital were referred 
for psychiatric evaluation. This evaluation 
consisted of three interviews, one by a psy- 
chiatric social worker and the others by two 
psychiatrists. The interviews were rather 
structured and questions were asked to clarify 
such items as family background, personal 
history, and use of contraceptive methods. 
Also, all subjects (except two who were il- 
literate) completed the Minnesota Multi- 
phasic Personality Inventory (MMPI). 

The control group was selected at random 
from among patients in the obstetrical clinic 
according to their marital status, as indicated 
by their charts. Although equal groups of 
single, divorced or separated, and married 
women were chosen, the interview occasion- 
ally indicated that the marital status specified 
on the chart was in error; therefore, reas- 
signment changed the ratios slightly. The 
majority were in the third trimester of preg- 
nancy, although a few were in the second 
trimester or late in the first trimester. Each 
woman was told that her cooperation was 
requested so that we could learn more about 
current views on pregnancy and abortion. All 
those who were approached proved coopera- 
tive. Each woman was seen for one interview 
either by a psychiatric social worker or by a 
psychiatrist. The interviews were largely 
structured, although the women were en- 
couraged to give their opinions and personal 
histories in a spontaneous manner. In addi- 
tion, all (except one who was illiterate) com- 
pleted the MMPI. 


Findings 


Comparison of two groups of pregnant 
women, those seeking therapeutic abortion 
and those planning an uninterrupted preg- 
nancy, revealed many similarities and some 
significant differences. 

The two groups were of the same socioec- 
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= 52 
PERCENT NUMBER PERCENT SIGNIFICANCE 
40,0 15 28.8 ns. 

2.5 8 . 15.4 p< 05 
20.0 12 23.1 ng, 
35.0 17 32.7 n.g. 
40.0 _ a7 51.9 ng. 


onomic status, as judged by the percentage of 
women receiving welfare and by their average 
educational level. All were medically. indi- 
gent. In addition, both groups showed a very 
similar racial and religious compositioa; tke 
ratio of Protestants to Roman Catholics wes 
approximately the same,-although there was a 
significantly lower percentage of précticing 
Roman Catholics in the abortion group (see 
table 1). When compared according to mari- 
tal status, no significant differences were 
found in age or educational level (see table 2). 
Similarly, the women’s average numter of 
siblings showed no significant differer.ce (44 
for the abortion group and 4.0 for the control 
group). A broken home due to parental death 
or divorce prior to age 16 actually had oc- 
curred more often in the control group "31 of 
52, 59.5 percent) than in the abortior group 
(16 of 40, 40.0 percent), but this findirg did 
not reach statistical significance. The groups 
were very similar in prevalence of antisocial 





TABLE 2 
_Average Age, Education, and Parity by Marital Status 
ABORTION CONTROL 
ITEM GROUP GROUP SIGNIFICANCE © 
Age 
Single 19.5 years 21.6 years ns. 
Married 27.7 24.2 ns. 
Divorced or i 
separated 27.8 25.4 ns. 
Education 
Single 11.4 years 12.3 years ns. 
Married 11.2 11.6 ns, 
Divorced or 
separated 11.5 11.5 ILS. 
Parity 
Single 0.4 0.6 n.s. 
Married 3.3 1.6 p< .05 
Divorced or 
separated 2.7 1.6 ns. 
Number of children 
living with the 
woman 
Single 0.3 0.3 ns, 
Married 2.9 1.4 p< .05 
Divorced or 
separated 2.4 1.4 n.s. 
[59] 
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TABLE 3 
Comparison of Personal Histories 
ABORTION gnour CONTROL GROUP 
ITEM NUMBER RCENT NUMBER PERCENT SIGNIFICANCE 
Came fom a broken home 16 40.0 31 593.6 n.s. 
Antisocial behavior 11 27.5 13 25.0 n.s. 
Received psychiatric treatment 17 42.5 11 21.1 p< .05 
Masochistic behavior 14 35.0 3 5.8 p< .001 


behavior (including drug use, school disci- 
plinary problems, or arrests): 11 of 40 (27.5 
percent) in the abortion group gave a positive 
history, compared with 13 of 52 (25.0 per- 
cent) in the control group (see table 3). 

However, the groups differed significantly 
in terms of the women’s average number of 
children. When compared by marital 
subgroup, the single women had the same 
average number of children (0.3) but the 
married and the divorced or separated wom- 
en in the abortion subgroups had more chil- 
dren than the control group. This difference 
was significant.(p <.05) for the ‘married 
women (see table 2). 

A history of psychiatric illness was more 
common in the group requesting abortion. 
Seventeen of the 40 (42.5 percent) had been 
hospitalized or had sought outpatient treat- 
ment, as opposed to 11 of 52 (21.1 percent) in 
the control group (p < .05). Both groups in- 
cluded women with histories of schizo- 
phrenia, suicidal gestures, and brief outpa- 
tient psychotherapy. In the abortion group 
there were four schizophrenics who had had 
extended hospitalization, in contrast to one in 
the control group. Among the other control 
group women, consultation for outpatient 
treatment or brief hospitalization had been 
primarily because of crisis situations due to 
marital or family problems. No patient had 
received, or was involved in, 
chotherapy. 

Masochistic behavioral patterns were fre- 
quently reported by women in the abortion 
group. Many women had been involved in re- 
lationships with men whom they described as 
abusive and assaultive. Other women had 
engaged in self-destructive behavior, such as 
cutting themselves with knives or scissors. 
For the purpose of statistical comparison, 
masochistic behavior was strictly defined as 
self-inflicted injury or as a prolonged rela- 
tionship with a man described as physically 
assaultive (see table 3). Using these criteria, 
women in the abortion group were signifi- 
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cantly more masochistic than those in the 
control group (p < .001). However, the 
former also were more self-defeating in a 
variety of ways more difficult to define pre- 
cisely. For example, four women reported 
that they were supporting irresponsible hus- 
bands and several others reported that their 
husbands were alcoholics and/or philander- 
ers. 

The use of contraceptive methods is an 
important indicator of the woman’s motiva- 
tion toward prevention of pregnancy. The 
majority of the women in both the abortion 
and control groups had adequate knowledge 
of, and resources for, contraception; actual 
failures of the method were infrequent and 
generally limited to ‘cases where vaginal 
foams alone had been used (see table 4). In 
apparent contradiction to the frequently ex- 
pressed feeling that “I could not tolerate a 
baby,” many women in the abortion group 
had used no contraceptive method whatever 
or had used available methods haphazardly. 
Coitus interruptus was reported by five of the 
abortion group but by none of the control 
group. Consciously planned pregnancies were 
in a minority in the control group ( nine of 52) 
as well as in the abortion group (two of 40). 
The main difference was that the pregnancy, 

although not planned, was much more likely 
to be ego syntonic for the women in the con- 


TABLE 4 
Comparison of Data on Contraception* 





ABORTION GROUP CONTROL GROUP 
ITEM NUMBER PERCENT NUMBER PERCENT 
tt tee rate 


Availability and knowl- 
edge of contra- 
ceptive methods 


Adequate 33 82.5 46 88.5 
Limited or inade- 
quate 7 17.5 6 11.5 
Planned pregnancies 2 5.0. 9 17.3 
Contraceptive l 
failures* * 4 10.5 7 16.3 








*None of the comparisons produced a significant difference be- 
tween groups. 
** Based on a percentage of the “unplanned” pregnancies. not a 
percentage of the entire group studied. 
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TABLE 5 
Symptoms Reported During Pregnancy 


249 








ABORTION GROUP 


CONTROL GROUP 





ITEM NUMBER PERCENT NUMBER PERCENT SIGNIFICANCE | 
Depression 39 97.5 29 55.8 p< 001 
Anxiety 33 82.5 30 57.7 p< .05 
Insomnia 31 77.5 26 50.0 p< .01 
Loss of libido 29 72.5 26 50.0 p< .05 
Crying spells . 25 62.5 25 48.1 n.s. 
Suicidal ideation 22 55.0 4 meri p < .001 
Headaches 20 50.0 24 - 46.1 n.s. 
Anorexia 18 45.0 13 25.0 p< .05 
“Morning sickness” 11 27.5 27 51.9 p< .05 


trol group. For several women in the married 
group, the pregnancy had precipitated the 
wedding and such comments as “I knew he 
would marry me if I got pregnant” were 
heard. 

When questioned about sexual attitudes 
only 45 percent of the abortion group pro- 
fessed enjoyment of intercourse, as opposed 
to 65.5 percent of the control group 
(p < .Q5). 

The most striking difference in this com- 
parison study was in regard to maternal atti- 
tudes. Only eight of 40 (20 percent) in the 
abortion group made overtly positive com- 
ments about their self-image as mothers as 
opposed to 43 of 52 (85.5 percent) in the con- 
trol group (p < .001). Moreover, 21 of 40 
(52.5 percent) in the abortion group made 


overtly negative comments abort the preg- 
nancy, such as “Pd rather have cancer than 
another baby,” whereas such comments were 
rare (three of 52, 5.7 percent) in the control 
group (p < .001). The effecis of such mater- 
nal attitudes were reflected in the appearance 
of the children brought to the interview by 73e 
women in the abortion group; <ypically they 
were dirty, unhappy, and ill-behaved. 

The women who requested abortion con- 
veyed a sense of agitation and despair, a feel- 
ing that their situation was intclerable end 
must not be allowed to continue. Many 
complained of suicidal ideation (55.0 per- 
cent) and almost all stated thai thev were 
depressed and anxious. Frequenily reported 
symptoms were insomnia, anorexia, loss of 
libido, crying spells, and headaches. Interest- 


FIGURE 1 
Comparison of Average MMPI T Scores 


T SCORES 





Abortion group 
Control group 


L F Hs D Hy Pd Mf Pa Pt Sc Ma Si 
* Ws HERE Re ae 4% seat ot % eg eek eM = were ne 
+ SCALESİ 

n.s. 

**p < 001. 

*¥¥H < .05. 


Tt Abbreviations: see table 6. 
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TABLE 6&6 
Average MMPI T Scores by Marital Status 


ABORTION GROUP 


DIVORCED OR 


CONTROL GROUP 
DIVORCED OR 


SINGLE MAARIED SEPARATED SINGLE MARRIED SEPARATED 

SCALE* (N = 10) (N = 12) (N = 16) (N = 16) (N = 20) (N = 15) 
L 52.0 47.0 46.2 51.8 53.2 52.9 

F 73.1 71.6 75.5 57.5 57.3 58.6 

K 52.8 46.7 46.4 53.8 50.3 51.7 
Hs 66.8 74.6 66.7 54.8 51.2 54.3 

D 73.7 78.2 75.3 57.9 60.7 59.4 
Hy 758 78.2 72.9 -630 58.0 57.2 
Pd 82.2 73.5 75.8 70.6 58.3 58.0 
Mf 49,9 54.0 43.7 50.5 53.7 50.7 
Pa 72.0 68.8 64.9 59.2 53.7 55.3 

Pt 73.2 68.8 68.0 55.6 52.7 53.3 
Sc 78.8 68.5 71.8 60.9 56.3 54.8 
Ma 66.9 61.8 58.2 59.5 57.2 57.5 

Si 55.8 60.3 61.3 50.5 55.0 57.3 
*Abbreviations: L=lie, F= frequency. K= correction, Hs=hypochondriasis, D=depression, Hy=hysteria. Pd=psychopathic deviate, 


Mf=masculinity-femininity, Pa=paranoia, Pt=psychasthenia, Sc=schizophrenia. Ma=hypomania, Si=social introversion-extroversion. 


ingly the complaint of “morning sickness” 
was Significantly lower in the abortion group 
(27.5 percent) than in the control group (52.0 
percent). The frequency of reported symp- 
toms for both the abortion and control groups 
is listed in table 5. 

Married and unmarried women gave very 
similar explanations of why they were seeking 
abortion. Shame and guilt over pregnancy 
out of wedlock were primary concerns of only 
two of the 26 unmarried women. Rather, the 
recurrent theme was that the baby would in- 
terfere with narcissistic needs and reality- 
oriented concerns. 

Even though pregnancy seemed to us to be 
socially or economically undesirable for the 
majority of the medically indigent control 
group, only 11 of 52 women had consciously 
considered abortion. Such comments as 
“Children are God-given” and “A woman 
should have children” represented typical at- 
titudes. Of the 11 women who had conscious- 
ly considered abortion, three thought they 
would probably seek an abortion if they could 
still reconsider their decision. Two others, in 
the third trimester, still had ambivalent feel- 
ings about their pregnancy and the other six 
felt comfortable with their decision to con- 
tinue the pregnancy. 

The abortion and control groups were also 
compared according to their performance on 
the MMPI. Average T scores were computed 
for each group as a whole (see figure 1) and 
also by subgroup according to marital status 
(see table 6). The two groups proved sharply 
different; the therapeutic abortion group 
scored significantly higher on all but three of 
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the scales. The highly deviant scores of the 
therapeutic abortion group reflected both the 
chronic emotional difficulties of these women 
and their acute distress over the unwanted 
pregnancies. 

Because a prior report (1) had suggested 
that T scores for scale Pd (Psychopathic de- 
viate) often exceed T scores for scale Mf 
(Masculinity-femininity) by 20 or more in 
women requesting abortion, we compared 
our abortion group with the control group in 
this regard. Of the 38 MMPI profiles of 
abortion applicants, 26 (68.5 percent) had 
scale Pd T scores that were greater by 20 or 
more than those of scale Mf. By contrast, of 
the 51 profiles of the control group, only 12 
(23.5 percent) had T scores for scale Pd that 
exceeded those of scale Mf by 20 or more. 
This difference is significant at the .001 level. 


Discussion 


Our findings indicate that women who re- 
quested abortion at our hospital differed dis- 
tinctly from those chosen at random from the 
obstetrical clinic. Characteristics previously 
described (1, 2) including rejection of the 
maternal role and a masochistic life-style 
were, on the whole, confirmed by our com- 
parison study. Also confirmed was the ob- 
servation that most abortion applicants have 
failed to use any contraceptive methods. This 
is a particularly interesting issue since it sug- 
gests that the pregnancy is not nearly as ‘“‘ac- 
cidental’’ as the woman usually considers it to 
be. It is our opinion that conception is often 
related to unconscious efforts to resolve con- 
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flicts over feminine identity and that abortion, 
is requested especially when the occurrence of 
pregnancy fails to resolve these conflicts. 
Even for the control group planned pregnan- 
cies were in a minority, yet these women’s 
sense of comfort about being pregnant sug- 
gests that for them the pregnancy successfully 
met their individual needs. 

Contrary to the popular belief that shame 
Over pregnancy out of wedlock is the major 
motivation for abortion, we observed that, at 
least in this socioeconomic group, embarrass- 
ment is a minor and infrequent concern. 
Much more important was the woman’s re- 
jection of motherhood with all of its atten- 
dant demands. Our impression is that these 
women tend to be narcissistic and regard the 
fetus as a competitor for the succorance and 
dependent care they themselves obviously 
require. 

Several points deserve special mention. 
The increased use of coitus interruptus 
by women seeking abortion has also been re- 
ported by Kenyon (5), leading us to believe 
that this is not a spurious finding. We con- 
sider this further evidence of their conflicts 
and ambivalence about sexuality rather than 
simply of inadequate contraception. Also of 
particular interest is the finding that the abor- 
tion group had less “morning sickness” than 
the control group. Kenyon (5) made a similar 
observation. However, he questioned the role 
of emotional factors in this symptom on the 
logic that vomiting should prove most severe 
in women who want an abortion so des- 
perately. We would interpret matters differ- 
ently. We suspect that vomiting tends to be 
most severe in those who need to deny their 
negative feelings and who therefore must 
convey symbolically, by means of a conver- 
sion symptom, their rejection of the pregnant 
state (“throwing it up”). By contrast, the 
women who request abortion and who thus 
proclaim openly their dislike and rejection of 
the pregnancy have no need for this symp- 
tom. i 

Comparison of the religious composition 
of both samples revealed few differences; ex- 
cept for the finding that practicing Roman 
Catholics were significantly underrepresented 
among those seeking abortion, religion did 
not seem as important in formulating atti- 
tudes as one might have thought. 

Some comments about the experimental 
design and possible complications in analyz- 


Amer. J. Psychiat. 129:5, November 1972 


551 


ing the data appear in order. 

The patients in the control groug were se- 
lected at random according to marital status 
so that the sample would be representative of 
the hospital population and accurately reilect 
its demographic characteristics. On the other 
hand, a control group matched for age, 
number of children, length of mazriage, etc., 
might have brought into sharper focus the 
psychological differences betwéen the two 
groups. For example, women in the control 
group tended to be younger and have fewer 
children than those in the aborzion group, 
raising the question whether, at least in some 
cases, the latter sought abortion because they 
considered themselves older and with families 
already complete. We do not believe that this 
was a primary factor; rather, we are inclined 
to view the request for therapeutic abortion as 
the outcome primarily of conflicts over sex- 
uality and mothering. At least in this group cf 
women, who are so outspokenly rejecting cf 
the maternal role, the presence of large fam- 
ilies seemed to reflect mainly the repetitive 
acting out of these conflicts. 

Some attention must be given to tke 
validity of the histories and MMPI data ob- 
tained from these two groups. The women in 
the abortion group may have believed that 
they were more likely to be avproved for 
abortion if they emphasized or even exagger- 
ated their distress. By contrast, the control 
group may have been somewha:z ‘reticent to 
discuss their personal problems with some- 
one who they felt could offer them little. We 
can make no definite statements about the 
validity of the information obta.ned: how- 
ever, we believe that we established good re- 
lationships with these patients and feel com- 
fortable with their histories as offered. Pratt 
and others (8), in a follow-up evaluation 97 
women who requested abortion, fourd that 
five of 26 had offered a falsely positive history 
of suicidal ideation but, surprisingly, three 
had actually experienced suicidal ideation 
and had denied it. 

Another factor to be considered is that tae 
applicants for abortion were in “he first o? 
early second trimester of their pregnancies 
while most of the control group women were 
in the second and third trimester. It is pos- 
sible that some of the women in the control 
group had been more ambivalent about theiz 
pregnancies at an earlier stage but had ra- 
tionalized or repressed such feel:ngs by the 
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time they were interviewed; however, we 
could find no clear evidence that a significant 
shift in their attitudes about the pregnancy 
had occurred. 

The MMPI data showed marked differ- 
ences between the groups although the F scale 
was elevated for the abortion group and this 
could be interpreted as denoting an exag- 
geration of symptoms. However, in the abor- 
tion group this scale was not elevated dis- 
proportionately to other scales. Also, for 
those women who had abortions and who re- 
peated the MMPI six months later, the'-F 
scale remained relatively elevated despite the 
fact that there was no apparent motivation to 
' exaggerate symptoms at that time (7). On the 
whole, the MMPI data for the abortion group 
were strikingly similar to those obtained in a 
prior prospective study by Brody and oth- 
ers (9). Our finding of frequent Pd scale T 
scores greater by 20 or more than those of the 
Mf scale confirms the report of Simon and 
others (1). They have interpreted this as sug- 
gestive of a masochistic character pattern in 
women who exaggerate feminine character- 
istics in response to poor feminine identity. 
We would agree that many of these women 


THERAPEUTIC ABORTION 


have difficulties with aspects of their feminine 
identity as well as distinct masochistic traits. 
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New Subscription Rates for the Journal 


To keep pace with rising costs, the Association has 
found it necessary to increase the subscription fees for 
The American Journal of Psychiatry. Effective January 
1, 1973, the new rates for the Journal will be: U.S., $15: 
Canada and South America, $15.75; foreign, $18; single 


copy, $1.75 plus postage. 
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The Jewishness of Jewish Young People: 
A Symposium 


BY MORTIMER OSTOW, M.D., MORTIMER J. BLUMENTHAL, M.D., 
JACOB A. ARLOW, M.D., AND PETER B. NEUBAUER, M.D. 


T COMMISSION on Synagogue Rela- 
tions, an organ of New York City’s 
Federation of Jewish Philanthropies, main- 
tains a Committee on Judaism and Mental 
Health. Recently this committze addressed 
itself to the fact that social and family impli- 
cations of being Jewish are generally ignored 
in the psychiatric treatment of Jewish pa- 
tients. This neglect was more urderstandable 
in a period when social and individual differ- 
ences were played down than it is in the pres- 
ent era of concern with ethnicity and com- 


‘munity. Thus it was thought thet the reasons 


for-the minimizing of Jewishness as a source 
of pathogenic conflict by both Jewish and 
non-Jewish psychiatrists deserved some 
study. In an initial effort to encourage their 
colleagues to review their attitudes on the is- 
sue, four members of the committee vol- 
unteered to prepare brief presentations for 
the purpose of exchanging views. 

Each of the four is active in private practice 
and institutional psychiatry and participates 
as a psychiatrist in Jewish communal affairs. 

Mortimer Ostow, M.D., is Chairman of the 
Department of Pastoral Psychiatry, Jewish 


Theological Seminary of America, Preceptor 


at the Mount Sinai College of Medicine, City 


University of New York, and Cochairman, . 


Committee on Judaism and Mental Health. 
His paper is titled “The Jewishness of Con- 
temporary Jewish Youth.” 

Mortimer J. Blumenthal, M.D., is Direc- 
tor of Child Psychiatry, Outpatient Services, 
Mount Sinai Hospital, New York City, and a 
member of the faculty of the Jewish Theo- 
logical Seminary of America. His paper is 
titled “Jewish Identity and the Adolescent.” 

Jacob A. Arlow, M.D., is Clinical Profes- 
sor of Psychiatry at the State University of 
New York and a member of the New York 
Board of Jewish Education. His paper is titled 


` “Ego Ideal, Identity, and Tradition.” 
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Peter B. Neubauer, M.D., is Director of the 
Child Development Center, Federation of 
Jewish Philanthropies, a member of the fac- 
ulty of the Jewish Theological Seminary cf 
America, and Clinical Professor of Psychia- 
try, State University of New York. His paper 
is titled “The Jewish Identity of Jewish Ado- 
lescents.”’ 

Their papers are abstracted below. 


Mortimer Ostow, M.D. 


Because many psychiatrists fail to undez- 
stand the experience of being Jewish, they are 
handicapped in their clinical assessment of 
certain symptoms and acting-out activities of 
their Jewish patients. The problem is more 
urgent in the case of young Jews. Few non- 
Jewish psychiatrists, despite their friend-y 
curiosity, comprehend the nature of the 
communal pulls, their pervasiveness ard 


‘depth, and the strength of the historical forces 


to which young Jews are willy-nilly subject. 
Therefore it is difficult for them to see bz- 
havior relating to Jewishness as anything 
other than parent-oriented obedience on thz 
one hand or protest on the other. 

Among Jewish psychiatrists one finds-2 
large number who have adopted an indiffer- 


‘ent position vis-a-vis the Jewish community 


and who have opted to view themselves as 
citizens of the world. The positive expression 
of Jewishness by their patienzs threatens 
this view and encourages them to see mani- 
festations of Jewishness as symptomatic or 
unwholesome. 

To consider being Jewish a matter of reli- 
gion, in the sense that an American may bz 
Jewish or Catholic or Protestant, is to miss 
the point. The nonreligious Jew is as much a 
Jew as the observant Jew, and his Jewishness 
is likely to exert a strong influenze on his be- 
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havior. The nonpracticing Protestant, on the 
-other hand, may be minimally inf.uenced by 
that status. To consider being Jewish a matter 
of being a member of a social minority is 
equally misleading. The relevant cualities of 
being Jewish exist in Israel where the Jews are 
a majority; similar qualities do not exist in 
other minorities in this country. 

Though he did not write about it, Freud 
indicated in at least two places the pervasive 
influence of being Jewish. In a proposed He- 
brew translation of “Totem and Taboo” in 
1930, he wrote of an “‘essence of being 
Jewish,” which would some day “become 
accessible to the scientific mind” (1). In 1926, 
in an address to the Society of B’nai Brith, he 
wrote that his attraction to Jewry was irre- 
sistible and was motivated by ““mar.y obscure 
emotional forces, which were the more pow- 
erful the less they could be expressed in 
words, as well as a clear consciousness of in- 
ner identity, the safe privacy of a common 
mental construction” (2). 


Special Features of 
Jewish Living 


There dre three features of Jewish living 
that play a significant role in every iew’s view 
of his relation to the world around him. The 
first is the fact that for the past 2,000 years 
(until the rebirth of the Jewish state), Jews 
have lived in countries other than their own, 
as guests who were welcomed, tolerated, or 
abused, depending upon the temporary mood 
of their hosts. Second, the rebirth of the State 
of Israel imparts a measure of pride and self- 
respect in every Jew, no matter where he 
lives, and seems to represent a magical ful- 
fillment of the longing of every. Jew who has 
lived during the past two millennia and who 
has been exposed to even minimal religious 
tradition. It creates a powerful impression of 
an uncanny return to the infancy of the 
group. Third, the perennial recurrence of 
persecution threatens every Jew, no matter 
where or when he lives, at one level of con- 
sciousness or another. | 

Partly as a result of these three shaping 
influences, and partly as a result of its histo- 
ry, literature, and the characteristics of its 
constituency, the Jewish community over the 
generations has possessed certain properties 
that affect each of its members. Perhaps the 
central quality of the subjective experience of 
being a Jew is the feeling that one is a mem- 
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ber of an extended family. Second, within the 
Jewish community there is no hierarchy of 
power. This dependence upon the strength of 
fraterna! feelings rather than on formal, le- 
gally constituted authority possesses disad- 
vantages from political and military points of 
view but contributes qualities of resilience 
and creativity. Third, Jewish communities, 
whether in their own land or as guests in the 
lands of others, have characteristically re- 
mained more or less isolated from the sur- 
rounding communities. Fourth, lacking a 
formal structure, the Jewish community sub- 
scribes to the principle of elitism. Not only 
does it regard itself as elect and therefore ob- 
ligated to adhere to an unusually high set of 
ethical and moral standards, but it recognizes 
an elite within itself, selected by such criteria 
as intellectual accomplishment, philanthro- 
py, and cammunity service. Finally, the 
phenomenon of recurrent persecution and its 
constant working over as a trauma creates the 
impression that the Jews are obsessed with 
suffering. Whereas at times it seems as 
though the Jewish community incurs more 
difficulties than absolutely necessary, a re- 
view of Jewish history and literature lends no 
support to the notion that masochism plays a 
consistent or important role among Jewish 
communities. 

Despite the fact that a formal Jewish 
community does not exist in the United 
States today in the sense that organized 
communities existed through medieval and 
even into modern times in Europe, there is 
nevertheless an invisible Jewish community in 
the United States today that incorporates 
almost every Jew. Many Jews express their 
membership by formal affiliation with or- 
ganizations of specifically Jewish interest: 
religious, social, Zionist, eleemosynary, or 
self-defense. Many send their children for 
religious education; others confine their 
expressions of obligation to the Jewish com- 
munity by making charitable gifts to com- 
munity organizations operating under Jewish 
sponsorship, such as hospitals or community 
centers. Perhaps the most dramatic demon- 
stration of this invisible Jewish community 
was the almost universal intense and generous 
support of Israel by American Jews, orga- 
nized and unorganized, affiliated and unaffl- 
lated, at the time of the Six-Day War. While 
the integrity of the Jewish community is 
strengthened by external pressure, it does 
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exhibit an inner cohesion as well. 

The process by which Jews transmit their 
values and their commitment to group cohe- 
sion from generation to generation is poorly 
understood. However, the fact of this trans- 
mission cannot be dented. 

In the United States today, liberalism 
seems to be characteristic of the political at- 
titudes of the Jewish community. Jews have 
not always been liberals and some historians 
see current American Jewish liberalism as a 
carry-over from the defensive attitudes of 
their parents and grandparents toward op- 
pressive regimes in Eastern Europe. One of 
the important current problems facing the 
American Jewish community is that while 
` many Jews serve liberal causes with enthusi- 
asm, liberalism in some quarters is apparent- 
ly becoming tainted with anti-Semitism, 
masquerading as anti-Zionism, anti-imper- 
ialism, and discrimination in favor of other 
minorities. 

Reverence for learning has always been 
cherished as a value within Jewish communi- 
ties. The penchant of Jews for professional 
education is generally recognized to be a 
derivative of this idealization of education. 
However, one unfortunate consequence of the 
promotion of this value is the encouragement 
of large groups of Jewish young people to reg- 
ister in institutions of higher education even 
if they are poorly motivated; their poor per- 
sonal motivation subsequently results in their 
becoming involved in campus protest 
movements. Often what they are protesting 
against seems to be, in large part. the pressure 
to go to school. 

Some of the forms of behavior adopted by 
Jewish young people in their efforts to find a 
satisfactory resolution of their conflicting 
impulses involve actions affecting the Jewish 
community and their membership in it. The 
more extreme forms of behavior are likely to 
be symptomatic of illness and to be directed 
primarily at affecting their parents. The less 
extreme forms are more likely to be ex- 
pressions of their efforts to find a point of 
minimal stress and maxima! gratification 
within society; this is not necessarily or seri- 
ously pathological. Their existence within two 
communities simultaneously—the Jewish and 
the general—offers them more options but 
also subjects them to more conflicting pulls 
than is the case with their non-Jewish con- 
temporaries. 
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Intermarriage has become one of the most 
common of the distressing forms of adoles- 
cent acting-out within the Jewish community. 
It is distressing because the parent feels it as a 
repudiation and an offense, and it is seriovs 
because it is not easily reversed, especial y 
after the birth of children. The subject of im- 
termarriage is a complex one. The 1am? itself 
covers such different phenomena a3 marryirg 
down, that is, marrying a partner of infericr. 
social status; marrying up, that is, marrying a 
non-Jew of higher social or economic status; 
and marrying across, that is, marrying a 
partner who is not Jewish but ts in every other 
way suitable. A moment’s consideration will 
reveal that these different phenomene arise 
from different origins and different motive- 
tions and betray different degrees of patho - 
ogy. 

Some individuals engage in direct attacks 
upon the Jewish community. Others express 
their hostility by disparaging their fellow 
Jews. The propagation of malicicus sterec- 
types of Jews by Jewish writers belcngs in thts 
category. The inclusion of vulgar Y iddishisms 
in modern journalism I consider a malicious 
presentation of Jewish “culture” at its worst. 

Formal religious conversion out of thz 
Jewish community into another religious 
community occurs relatively. infrequently 
nowadays in the absence of gross psy- 
chopathology. At other times anc places it 
implied opportunism rather than illness. 

Similar in some ways to those whose lit- 
eralism encourages them to support move- 
ments with anti-Semitic implications arz 
individuals who pride themselves ən kaving 
risen above “narrow partisanship” to z kind 
of universalist concern for all of aumanity. 
These Jews do not attack the Jewish com- 
munity openly but merely try to ignore it— 
often disdainfully. 

While many forms of conflict resolution 
among Jews involve distancing themselves 
from the Jewish community, other forms o? 
resolution intensify their involvement. There 
may be a kind of conversion to an intensel= 
religious life; there may be excessive pro- 
Jewish militancy; or the young person mar 
“marry in’—that is, marry a partner whose 
origin and commitment pull him claser zo the 
center of the Jewish community. 

From these considerations, one would be 


[67 


556 


justified in inferring that the feeling of Jewish 
communality touches every Jew, across 
generations and across geographic bound- 
aries. Some Jews accept it and comply with 
it, others rebel against it, and still others deny 
or ignore it. Yet no Jew can escape it. Proper 
psychiatric treatment of Jews and especially 
of Jewish young people requires that the psy- 
chiatrist take cognizance of the influence of 
this powerful social force and, where it is a 
‘problem, help his patient to come to terms 
with it. 


Mortimer J. Blumenthal. M.D. 


The child enters puberty with a set of fa- 
milially determined cultural values and atti- 
tudes that are the outcome of his entire earlier 
life experience at home and in school. During 
adolescence, as the child progressively 
separates himself from- his fam_ly and ac- 
quires autonomy, his identity is molded in- 
ternally by maturational processes and ex- 
ternally by the living environment in which he 
works out his destiny (3). This environment 
includes his family of birth, his neighbor- 
hood, and subsequently the settings of later 
adolescence that are significantly more dis- 
tant from home such as college, military 
service, and the vocational milieu. 

The adolescent phase not only permits a 
basic restructuring of the psych.c elements 
that enter into personality but also represents 
the final common pathway to adult iden- 
tity (4). 

More often than not, issues of Jewish iden- 
tity seem to be peripheral to the presenting 
problems of the patient and are -egarded as 
epiphenomena. Because therapeutic efforts 
are narrowed to the individual in his family, 
the clinician is not attuned to perceive the 
longer intergenerational sequences whereby 
ethnic identity structures may show striking 
cumulative alterations whose significance 
may be profound for both the patients and 
society. 

In the vignettes that follow, the focus is on 
the vicissitudes of the Jewish identifications. 
Only enough data about other aspects of the 
cases are included to provide a m_nimal clin- 
ical picture, which will not be elaborated upon 
as it is outside the scope of this parer. 


Case i. Ms. A., an 18-year-old girl and the 
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daughter of a Hebrew school teacher, was referred 
because of the family’s concern about her adopting 
an irreligious life-style. The patient was also eager 
to come for help because of self-doubts about her 
changing values. 

.The parents had lived apart for several years 
because of serious incompatibility. Sometime be- 
fore entering treatment, the patient had had to 
leave the mother’s home because of. frequent 
quarreling between the two of them. She went to 
live with her father. While there she became active 
in radical politics and acquired a boyfriend. She 
subsequently left her father’s home, became self- 
supporting, and lived alone, completely involved 
with her boyfriend and his radical circle. 

The major thrust of this adolescent upheaval was 
motivated by two considerations: 1) severe criti- 
cism of and great disappointment in her parents, 
who did not, in their daily lives and dealings with 
each other, live up to their own religious standards 
of ethical and social conduct; and 2) severe anxiety 
associated with the revival of her early childhood 
conflicts, both oedipal and pregenital. Her solution 
of the canflict consisted of her successive separa- 
tions from the homes of both her mother and her 
father, with the adoption of an increasingly secular 
and less Jewish life-style. Her boyfriend served as a 
surrogate family, fulfilling both paternal and ma- 
ternal transference needs. 


Case 2. Mr. B., a successful middle-aged 
businessman, sought treatment because of an ex- 
tramarital attachment that troubled him although 
he had decided not to leave his wife. 

Mr. B. and his wife had grown up in immigrant 
homes where Jewish identification and custom 
were strong. Their children had been given a 
moderately good religious education. Although 
Mrs. B. was fairly active in her synagogue, Mr. B. 
had always been indifferent except for a brief 
period after his son became a Bar Mitzvah, when 
he was a steady congregant. He became involved in 
the extramarital affair shortly after his son left for 
college. 

He had many differences with his wife, partic- 
ularly with regard to the rearing of their two 
children. The daughter was about to be graduated 
from high school and planned to go to a distant 
liberal arts college. The mother objected because 
the college had coed dormitories, she feared the 
possibility of marriage to someone of a different 
faith in such a setting. She preferred that the 
daughter attend a local university, where home ties 
would be maintained. On this issue the father took 
a more permissive stand and tended to support the 
girl’s plan of separating herself from the family. 
The father said that it did not make any difference 
to him if his daughter married someone of a dif- 
ferent faith. 

Mr. B. illustrates clearly the role of a parent 
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whose unresolved (or revived) adolescent conflicts. 


influence the stands he takes in guiding his chil- 
dren. This parent unconsciously identifies with the 
children’s strivings for independence and sexual 
freedom. Wittingly or otherwise, he seeks to pro- 
mote vicariously their separation from home as 
well as his own. Mr. B.’s sexual liaison and his de- 
cision to stay with his wife and preserve the family 
also dramatize other facets of his conflict. Here the 
father not only makes use of the distant college 
setting to encourage the child’s separation from 
home but does so in such a way as to consciously 
risk the loss of her Jewish affiliations. 


Case 3. Mr. C., an outstanding engineer, sought 
treatment because of a crisis in his life arising from 
his long-standing discontent with his marriage, in 
which he suffered impotence. In the course of 
treatment the vicissitudes of the Jewish identity of 
his family came to light, although they were not 
the focus of the therapy. 

The patient’s grandfather, an immigrant, had 
been very active in the Jewish community and an 
important lay leader in his neighborhood. One of 
his sons, the father of the patient, became disen- 
chanted with Jewish communal life in his early 
teens and was never further involved with it. 

In his childhood, the patient recognized his 
father’s disdain toward and avoidance of Jewish 
pursuits. When he was 13, he was given one month 
of religious instruction to go througa the motions 
of becoming a Bar Mitzvah, which, at the time, he 
felt to be a sham. 

In his mid-teens, Mr. C. experienced a profound 
disillusionment with his parents. He regarded them 
as provincial, conservative, and unenlightened. In 
late adolescence he became enamored of a non- 
Jewish girl from whom he parted reluctantly at the 
insistence of his parents. Although he subsequently 
married a Jewish woman and had a family, the 
children were not exposed to Jewish influences be- 
cause of the indifference of both parents. 

It is notable that both the patient and his father 
experienced great disillusionment with their par- 
ents during adolescence. In four generations of this 
family a vital Jewish identity has declined to what 
would appear to be the bare remnants of a Jewish 
identification. 


The American family ts no longer rooted in 
its native locale. It has become more demo- 
cratic, more mobile, more seculer, smaller in 
size, and has tended to offer fewer social, rec- 
reational, and religious resources to its 
members (5). 

The American Jewish family ñas similarly 
changed, despite its tradition of being close- 
knit (6). The parents as conveycrs of Jewish 
values and standards often provide a less 
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meaningful education to their children in 
Jewish culture—not only in the formal sense 
of classroom instruction but in the example 
of their daily lives. The general atteruation of 
religion is reflected in a corresponding dim- 
inution of visible ritual and practice in the 
Jewish home. Acculturation to the majority - 
mores reinforces the cultural erosion between 
Jewish generations (7). 

It would appear that the vitality of adoles- 
cent Jewish identity in this country has man- 
ifested significant attenuation (8). This has 
occurred within a brief generatioral span. It 
has been fostered by the prevailing social and 
technological pressures of contemporary life, 
which are transmuting all social institutions. 
particularly the family. Withort «ctive 
commitment on the part of its adolescents, 
group culture cannot be transmitced or sur- 
vive. In the consulting room one may observe 
some of the forces that are shaping the future 
of the American Jewish community. 


Jacob A. Arlow, M.D. 


In the past, as a rule, the transiticn toward 
adult identity was facilitated by a temporary 
attachment during adolescence to some lead- 
ing personality who personified many cf the 
ideal aspirations of the individual. Such a 
leader, drawn from life or history, exempli- 
fied in his own personality traits that were 
considered admirable and worthy of emula- 
tion. He constituted a concrete expression of 
an ego ideal. Around such ideal.zed per- 
sonalities followers organized themselves in 
groups. After a period of time, the individual 
usually separated himself from the group; in 
propitious instances, he retained vestiges of 
the original tie to the leader. These vestiges 
could be expressed in the form of continuing 
the ideals the leader represented or by trans- 
forming one’s own personality :n keeping 
with that of the idealized object (identifica- 
tion). In the current experience of acoles- 
cents, this type of group formation round an 
ego ideal image seems to play less of a role 
than does the influence of the peer group. 

Early object ties place before the grcwing 
child models for identification. Ider.tification 
may be facilitated by affection or -hey may 
grow out of fear, as in the case of identifica- 
tion with the aggressor (9). Child-rearing 
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practices and educational measures wittingly | 


or unwittingly attempt to favor the molding 
of psychic structures in keeping with the tra- 
ditional traits and values that the culture 
cherishes. 


The cenflicts of early childhood, especially 


those centering around the oedipal phase, are 
the most important dynamisms that can be 
enlisted pvedagogically to influence the pro- 
gression toward selecting and organizing ap- 
propriate values and ego ideals. The stories, 
fairy tales, and myths as well as the bits of 
history and the religious parables to which 
children of a particular culture are tradition- 
ally expcsed constitute in reality versions of 
unconscious fantasies, shared in com- 
mon (10, 11), which point the way to pre- 


‘ferred modes of resolving the inexorable 


conflicts of childhood. By combining ele- 
ments of vicarious gratification through 
identification with the central characters of 
the traditional tales, these mythic formations 
supply the “pleasure premium” that com- 
pensates the individual for his need to 
renounce his more basic antisocial wishes in 
favor of identifying with the heroes of tradi- 
tion, the heroes (or heroines) who exemplify 
the ideal type of personality to emulate. 

Ordinarily, these traditional myths are so 
much part of the cultural apparatus that it is 
impossible to appreciate how pervasive and 
influential is their effect on the developing 
child. When there is a conflict of cultures in 
the life cf an individual or when one is ex- 
posed simultaneously to two different cul- 
tural traditions, the choice of ego ideals one 
makes and the timing and context of the 
identifications one effects enable us to 
understand the process more clearly. From 
such data one can trace the relationship be- 
tween the conflicts of childhood and the 
choice of ego ideals and the consolidation cf 
the sense of one’s identity. 

A fragment from the analysis of a child 
conducted by Ms. H. Adelsberg illustrates the 
process described above. The success of the 
therapist’s efforts was in large measure re- 
lated to ker knowledge of the child’s cultural 
traditions and to her sensitivity to how these 
traditions affected his psychological devel- 
opment. Without such sensitivity and appre- 
ciation, significant data in the case might 
have beer. missed entirely. The data have been 
organizec around the concepts of ego-ideal 
formation, identity, and tradition. 


[70] 


JEWISH YOUNG PEOPLE 


Case 1. The patient, Morris, was the son of ref- 
ugee parents, deeply religious Hassidic Jews. They 
came to the agency for help in their bitter marital 
discord. One of the issues that divided them was 
how to raise their children. Although both were 
practicing Jews, the father was intensely com- 
mitted te a strict European type of religious up- 
bringing for his children, one that would exclude 
secular American influences. The mother, on the 
other hand, was more liberal and not quite as 
opposed to the influences of the American scene. 
The marital difficulties and the various conflicts 
between the parents fit nicely into the oedipal 
struggle of the little boy. 


` When he was five, Morris was enrolled in a 
Hassidic school his father had chosen against the 
strenuous objections of Morris’ mother. Morris 
resisted going to school and in class was hyperac- 
tive and disobedient, the ringleader in all the mis- 
chief. In addition, he had a number of neurotic 
symptoms: a tic in one eye, difficulty falling 
asleep, nightmares, and enuresis. He was afraid of 
dying and expressed concern over the intactness of 
his penis. He also had a great fear that if he did 
anything with his thumbs, blood would flow from 
them. In his fantasy and in his play activity he was 
clearly fascinated by weapons, particularly knives 
and guns. 


Treatment covered two periods of time in Mor- 
ris’ life: between the ages of four-and-a-half and 
six, and between the ages of eight and 12. The 
therapist was able to study the development of his 
conflict and to explore the fantasies he used to ex- 
press his conflicts. Through treatment, he was able 
to overcome his aggressiveness by means of 
changing his ego ideals. This was effected by his 
identifying with various mythological figures 
drawn from the two cultures in which he was 


‘raised—the Jewish MHassidic culture and the 


American culture, the latter deeply influenced by 
television, radio, and the movies. These identifica- 
tions painted the way to the resolution of his 
conflicts in the direction of sublimation and char- 
acter transformation. 


In the opening phase of treatment, the patient 
spoke of his fear of monsters who might attack 
him during the night. He dreamed of horrible an- 
imals emerging from the water and produced his 
first fantasy, one in which he imagined himself as 
Dracula, killing men and sucking blood from the 
necks of beautiful women. The sexual significance 
of this latter representation of Dracula’s activities 
was not lost on this little boy. In the next phase of 
treatment, he was no longer identified with Dracu- 
la but remained intensely. interested in stories 
about Dracula and in watching Dracula on televi- 
sion. After his fear subsided somewhat in the 
therapeutic situation, his fantasies began to 
change. Dracula now became the enemy from 
whom he was rescuing the beautiful woman and, in 
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his dreams, he saw himself as opposing the 
monster who came out of the sea. 


Morris soon began to describe his war against 
the school. He would draw a cartoon picture of the 
rabbis, depicting them as devils peeping over the 
top of the Ten Commandments. It was in this 
context that his enuresis could be understood. He 
had learned in school that when you go to sleep 
the soul leaves the body and that it returns in the 
morning. Accordingly, he concluded that he was 
not responsible for his enuresis because his soul 
had left his body when he was wetting at night. He 
had also learned that there are two natures at war 
in each individual—a good nature (Yetzer Tov) 
and an evil nature (Yetzer Rah). In typical 
mythopoetic way he projected the conflict into the 
external world; he would daydream during his 
waking hours and at night would dream that the 
two forces, the Yetzer Tov and che Yetzer Rah, 
were at war with each other, using various tech- 
niques to conquer and prevail. Ths when the good 
intention is going along a certain path, the evil in- 
tention blocks the way and, to get around it, the 
Yetzer Tov; by a bit of 20th-century ingenuity, 
takes a plane and tries to fly over the Yetzer Rah. 


On other occasions the good intention uses a 
gun—a water pistol—and shoots down the plane 
from the enemy camp, Yetzer Rah. It would be at 
this moment in his dream that Morris would wet 
the bed. 

The same trend was continued on a more sophis- 
ticated level for the next few yeers. The warfare 
was separated from the religious tradition and was 
transposed into more recent events of world histo- 
ry. Morris saw “The Bridge Over the River Kwai” 
and took the general, played by Alec Guinness, as 
his model. This warrior was a decent man, devoted 
to his soldiers and honoring his responsibilities. 
From Morris’ studies in religious school, however, 
he began to question the idea of heving a soldier as, 
his hero. He had been taught that the model to 
emulate was Aaron, the brother of Moses, who, in 
religious teachings, represents the leader of those 
who love and pursue peace. Thus by the process of 
reaction formation, Aaron became the new ego 
ideal. The patient began to give up his aggressive- 
ness, lost his interest in knives, began to make 
peace with the teachers, and disccvered to his sat- 
isfaction that he could be a very good student. _ 

When he learned about Abraham Lincoln, he 
assumed that because his name was Abraham, he 
must have been Jewish. Since his own Hebrew 
name was Moses, he thought of himself as coupled 
with Abraham Lincoln and Moses in their roles of 
liberators of mankind. In this wzy he was estab- 


lishing a bridge of identification to the biblical’ 


Abraham who was the father of his people. The 
themes of saving life and creating life reemerged, 
in a more grown-up setting, out of the original 
primitive rescue fantasy involving the mother 
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figure and the monster. The dynamic charge of 
what was originally an incestuous wish was now 
aided by identification with herois figures fram 
two traditions, propelling the young patient to find 
a new set of sublimations to reshape his character 
and to consolidate his identity. 

Toward the end of the second peziod of treat- 
ment, when the patient had been doing very well in 
school and had discovered that he was unusua_-y 
proficient in mathematics, a new figure began to 
occupy his fantasy life and to take its plaze in tre 
growing world of Morris’ values. This was the 
figure of Einstein, who epitomized to the patient 
how to use the intellect as an expression of 
power—a power that is turned to the advancement 
of science and to the betterment of mankind. The 
patient said that he didn’t quite expect to be 
another Einstein, but he aspired to follow in his 
footsteps. This notion, while perhaps grandiose, 
was nonetheless a sublimated versicn of the im- 
pulse to grasp omnipotent power, a mocern ver- 
sion of the quest for Prometheus. 

From Dracula to Einstein one was able to follow 
in a series of progressive steps the interplay of two 
cultures, two separate traditions, that served to 
transform the primitive antisocial instinctive im- 
pulses of the child. This was done in successive 
stages of identification with the cultural heroes of 
the two traditions. By means of these icentifica- 
tions, changes in values were gradually effected, 
ego ideals were progressively transformed, the 
infantile conflicts were resolved, and the consol- 
idation of the sense of identity begar. to emerge. 


I have tried to demonstrate from: -ze 
analysis of a neurotic child in the grasp of 
parental and cultural conflicts how the forzes 
of tradition operate to facilitat2 selection of 
appropriate ego ideals and to prepare one for 
the consolidation of the sense of identity that 
takes place during the pericd of adolescence. 
An appropriate awareness of the role of these 
traditional elements is an essential feature in 
the psychotherapeutic interaction. 


Peter B. Neubauer, M.D. 


It would be naive to assume that religious 
feelings and faith do not have a profound 
place in man in spite of his attempt to master 
nature and to establish his  superioritv. 
Freud’s statement that “...the defense 
against childish helplessness is what lends its 
characteristic features to the... formation af 
religion” (12) links the prolongzd state af 
dependency ‘of man to the need to establish 
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value systems that order human function in 
such a way as to safeguard the individual and 
his role in the group. Moreover, this state of 
dependency implies that the child will con- 
tinuously look for outside power to protect 
him and to supply him with all those needs 
which will guide him through life. 

.Winnicott’s transitional object—i.e., the 
capacity cf the child to transfer to inanimate 
objects expectations oriented primarily to the 
parent and to endow.these with qualities of 
safety, protection, continuity, and posses- 
sion—is an important early psychic mech- 
anism that one can link to religious 
phenomena. The question arises whether 
those children who show a prolonged history 
of employing transitional objects also show a 
special reference to their religious position, as 
compared with those in whom the primary 
relationship stays undiluted. Winnicott (13) 
explored the transitional phenomena with 
reference to mystery and mysticism, implying 
that at a certain stage of mother-child in- 
teraction the inner requirements are met for 
the emergence of these feelings. 

We can also discuss the stage in which the 
child normally tends to evolve his own “‘ritu- 
als.” They are most often connected with the 
social aspect of his life—his relationship to 
his parents and to his evolving self. Thus we 
see rituals connected with bedtime, toileting, 
or the process of separation, i.e., the leaving 
or return of the mother. Furthermore, we 
know how the eating scene can become 
endowed very early with ritualistic expecta- 
tions: the preparation and selection of the 
food as well as the role of the mother during 
mealtime. According to Piagets sequences 
and steps in the evolution of logic and time 
and space sequences, the evolution of these 
control systems toward an organized, to-be- 
anticipated and perpetuated form is initiated 
long before other cognitive systems are es- 
tablished. We are very much aware of the 
protective nature of these rituals against inner 
demands and aggressive strivings, as well as 
against fears of the loss of the parent’s love. 
The ritual is thus a compromise phenomenon 
and has its special place in the development of 
the child. The exploration of the role of reli- 
gion in the child’s life will have to involve the 


study of the relationship between these nor- 


mal rituals and those provided by religion. 
' In other words, what is the interaction be- 
tween rituals that evolve out of inner need and 
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rituals that the religious family will bring to 
the child? What happens to the child when he 
observes his all-powerful parent deferring to 
another force greater than himself? Can we 
detect differences in influence among children 
who grew up with external rituals compared 
with those exposed to higher values without 
ritualization? At what time and in what form 
have the rituals tended to isolate feelings 
rather than promote them as a “tradition”? 


Acceptance or Rejection of 
Traditional Values 


Such questions imply the need to under- 
stand, within individual families as well as 
within the code of the specific religion, who is 
the model of values and how the father or 
mother transmits the tradition. Whether the 
child will accept or reject the tradition will 
depend on the child’s relationship to the per- 
son who transmits it. Mahler’s clearly delin- 
eated subphases of separation-individuation 
have a close relevance to this issue, for here 
we find the forerunners of the continuation of 
family behavior. In the process of the 
individuation of the child, the later continua- 
tion of the parental values will emerge. He 
may accept them by identification with the 
parent, or as a “condition” to be accepted for 
fear of the loss of the parent’s love. We find 
here the matrix for the later phase of 
individuation during adolescence. The first 
years of life—with the exploration of de- _ 
pendency, magic feelings, and the establish- 
ment of symbolisms in the second year of 
life—gain importance for the establishment 
of beliefs and faith and the various aspects of 
religious functions. What follows next are 
significant expansions into new areas of psy- 
chic function and social interrelations. 

This brief exploration does not permit ref- 
erence to the succeeding stages of develop- 
ment as these are relevant to the evolvement 
of religious feelings or identification with a 
religion. However, I do want to mention that 
the negativistic phase against controls from 
the outside, as it occurs as part of the training 
phase of the second year of life, is in some 
form repeated during adolescence when 
individuality is formed, at times in opposition 
to the environment. Similarly, negative feel- 
ings against a system of values or religious 
beliefs are at times contributing factors in the 
creation of an inner-absorbed value system. 
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The evolution of the logical system of think- 
ing during latency, with its demand for 
explanatory statements and causative prin- 
ciples, will have its special influence on the 
acceptance of belief systems. - | 
During latency the child steps from the 
home into the peer group and finds forms of 
behavior that either confirm those of his fam- 
ily or contradict them. This confrontation 
may constitute an important challenge to the 
child. It is clear that in the various stages of 
adolescence, during which a Weltanschauung 
is formulated and expansions of a philosoph- 
ical system are required, religious feelings 
again play a role in the life of many children. 
They may be either in opposition to the fami- 
ly tradition in order that the child can achieve 
a new individuality, or toward the family in 
order that the child can test new ideas and 
thoughts on a higher level of integration. 
These are some examples indicating how 
one may follow the vicissitudes of the evolu- 
tion of feelings of faith or beliefs. A devel- 
opmental frame of reference will permit a 
clearer understanding of the general aspects 
of man’s search for religion, as well as of the 
genetic components of religious conflicts. 
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On the Bicentenary of the Birth of . 
Esquirol (1772-1840), the First Complete Psychiatrist 


BY GEORGE MORA, M.D. 


On the 200th anniversary of Esquirol’s birth, 
the author discusses his remarkable con- 
tributions to psychiatry in the areas of classi- 
fication and symptomatology, therapeutic 
principles, teaching, and improvement of leg- 
islation concerning the mentally ill. 


IKE MANY OTHER 19th-century French 
L psychiatrists, Jean Etienne Dominique 
Esquirol was born in southern France. His 
family was from Toulouse, where his father 
administered an institution in which epilep- 
tics, mentally ill persons, and delinquents 
were put together, as was the custom of the 
time. Apparently under the influence of his 
father’s work, he felt motivated to be of help 
to others and entered a seminary for the 
priesthood, -but he had to leave it soon be- 
cause of the Revolution. He then studied 
medicine at the famous medical school of 
Montpellier, where he was influenced by lib- 
eral ideas. At the age of 24 he moved to Paris 
and became interested in the psychiatric 
institutions of the time, especially in the 
Salpetriére, then under the direction of 
Pinel, whose favored pupil he became. 

In 1805 he presented his thesis titled ‘‘Pas- 
sions Considered as Causes, Symptoms, and 
Therapeutic Means of Mental Diseases,” a 
theme that permeates his entire work and 
makes him a forerunner of psychodynamic 
theories and practices. In 1811 he was named 
a regular physician at the Salpétriere, where 
his intelligence, sensitivity, and motivation 
soon came to be recognized. A few years later 
he founded a sanitarium in Paris for a small 
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number of mental patients; he himself lived 
among them. Also in 1811 he inaugurated the 
first official course on mental diseases for 
physicians and medical students. Having vis- 
ited a number of institutions and gathered 
evidence on the poor conditions of the men- 
tally ill, he sent a moving report of his ex- 
periences to the minister of the interior of 
France in 1818. 

Three years later he also visited the famous 
village of Gheel, Belgium, where, for cen- 
turies, mentally ill persons had been boarded 
and employed by farmers. He proposed the 
introduction of periodic examinations of the 
inmate population in a proper facility run by 
competent physicians. 

Named general inspector of the faculty of 
medicine at the Salpétriere in 1823, two years 
later he left to become superintendent of the 
Maison de Charenton, which became famous 
for having housed the Marquis de Sade for a 


long period of time until his death. Shortly — 


after Esquirol’s election to the committee on 
public hygiene of the district of the Seine, he 
took a long trip to Italy to recover from 
overwork. While there he visited many men- 
tal hospitals and made suggestions for their 
improvement. In Rome, he learned of his 
nomination to the Académie Royale des 
Sciences Morales et Politiques. He devoted 
15 years to the preparation of his textbook, 
Mental Maladies (1), which was immediately 
recognized as outstanding and was soon 
translated into German, English (2), and 
Italian. In 1838, after a long effort, the fa- 
mous law for the commitment of mental pa- 
tients was passed in France; it eventually be- 
came the model for similar legislation in all 
the Western countries. Esquirol died in 1840 
at the age of 68. 


Esquirol’s Contributions to Psychiatr 
q y 3 


From the description of his personality left 
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by contemporaries, it is evident that Esquirol 
was a very unusual man. He was warm and 
extroverted but at the same time studious and 
methodical. He apparently had the ideal per- 
sonality fer a psychotherapist: he shared his 
life with the mentally ill, played music with 
them, and worked with them. 

To facilitate an understandirg of his many 
contributions to psychiatry, I will discuss 
Esquirol’s work under several subheadings: 


Classification and Symptomatology of 
Mental Diseases 


Esquirol classified mental diseases into five 
groups: lypemania, mania (including mono- 
mania), melancholy, dementia, and idiocy. 

Lypemania (accompanied by delusion) was 
thought to be often hereditary and charac- 
terized by immobility of the body, fixation of 
the eyes, and an expression of pain. 

Mania was characterized by excitement of 
all the mental faculties, rapidity of percep- 
tions, illusions and hallucinations, and errors 
of judgment. 

Monomania (a word coined by Esquirol) 
was characterized by the prevalence of a de- 
lusion centered on a particular theme. Intel- 
lectual monomania was based on wrong 
convictions and faulty associations leading to 
delusions, affective monomania on apparent- 
ly intact intellectual functions with disorders 
of character and behavior, énd instinctive 
monomania on a deficient will, resulting in 
impulsive behavior of all kinds. Esquirol also 
gave a detailed description of erotic mono- 
mania, reasoning monomania, intoxication 
monomania, arson monomania, religious 
monomania, and homicidal monomania. 

Melancholy was described according to the 
classical pattern of reduction of movement, 
restriction of emotional life, and a self- 
deprecatory attitude. 

Dementia was characterized by a weaken- 
ing of all the mental faculties. In its acute 
forms it was thought to have g good progno- 
sis, while the prognosis for the chronic forms 
(especially in cases of general paresis) was 
considered poor. 

Idiocy was considered a ccndition, not a 
disease, and congenital, in contrast to de- 
mentia, which was acquired. Idiots were to be 
separated from imbeciles, who were less re- 
tarded. . 

In the area of symptomatology, Esquirol is 
especially renowned for his distinction be- 
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tween hallucinations (true perceptions, lke 
awakened dreams, without the intervention of 
the senses) and illusions (due to heightened, 
weakened, or perverted sensitivity of -ze 
nerve ends). He also correccly described 
postpartum psychosis and the scmatic com- 
ponents that accompany psychopathology. 


Etiology of Mental Diseases 


Esquirol attributed mental diseases to a 
variety of causes: general and particular, 
physical and moral, primary and secondary, 
predisposing and facilitating. Heredity rep- 
resents the most frequent predisposizg. 
cause, as in the case of children with mentally 
ill parents. External causes of various kinds, 
such as climate, are also mentioned; of the 
internal causes, he believed that vigorous in- 
tellectual pursuit did not necessarily lead to 
insanity. In terms of age at onset, the earliest: 
period of appearance of some vathological 
conditions was puberty. Abuse of wine, 
liquor, and drugs, masturbation, faulty edu- 
cation, and, especially, deprivazion of spirits 
and relaxation of mores as well as social 
upheavals were all considered conducive to 
mental disorders. 

Above all, however, were passions: fear, 
dread, ambition, financial losses, family 
problems, and conflict between mstincts and 
the principles of religion, ethics, and educa- 
tion. 


Therapeutic Principles 


Esquirol’s therapeutic philcsophy was 
based on the combined action of the thera- 
peutic milieu of the institution and the use of 
“proper passions” to replace the disturbed 
ones. He stated that a mental institution in 
the hands of a skillful physician is the most 
powerful therapeutic agent agéinst mental 
illness; the physician is the moving agent, the 
leader, and the authority in the institution; 
and great involvement and dedication are 
necessary to succeed in this field cf medicine. 

According to Esquirol, the physician, rath- 
er than relying on dogmatism, should es- 
tablish the treatment regimen on the basis of 
his observation of the patient-—his gestures, 
movements, appearance, actions, and imper- 
ceptible nuances. Believing tha: the mentally 
ill were like children who had been influenced 
by faulty ideas and education, Esquirol 
thought it unwise to base a therapeutic zJ- 
proach on reasoning. He recognized that at 
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times the patients were aware of the disorder . 


in their intellectual faculties but were unable 
to modify their beliefs. The most effective 
approach, he thought, was to individualize the 
treatmen: for each patient and to use healthy 
emotions to reestablish the psychological 
health lost under the influence of the faulty 
emotions. To achieve this it was necessary to 
obtain the confidence of the patient: this, in 
itself, would ensure a rapid cure. The best way 
to accomplish this was for the doctor to get 
control oz the will of the patient by fixing him 
with his eyes so as to elicit some fear in him, 
soon followed by encouraging words and 
gestures. Esquirol considered such an au- 
.thoritarian but at the same time supportive 
attitude almost always sufficient to subdue 
even agitated patients. 

A serene and varied milieu in the institu- 
.tion, consisting of pleasant conversation, 
physical exercises, and work, would also con- 
tribute to improvement. In certain cases vio- 
lent emoticons would have to be encouraged in 
order to counteract other emotions. Also, 
isolation could be beneficial by interrupting 
the course of the faulty emotions and the 
dangerous influence of family members and, 
following an initial period of fear of the 
unknown, by eliciting emotions related to the 
hope of gaining freedom in the future. “‘Per- 
haps one day,” wrote Esquirol in his thesis of 
1805, “it will be possible to establish the 
principles of a psychological treatment based 
on the knowledge of the primary disturbed 
idea, to which all disturbed passions are at- 
tached.” 


Teaching 3,° Psychiatry 


It is well known that the French school, 
based on clinical observations, constituted 
the backzone of 19th-century psychiatry. 
Esquirol, who was the only disciple- of Pinel, 
soon realized that the new knowledge related 
to mental diseases had to be widely dis- 
tributed. Throughout his professional life he 
lived in close contact with mental patients 
and shared his observations of their symp- 
toms and the course of their illnesses with 
those around him. In 1817 he initiated the 
formal teaching of psychiatry, essentially 
based on clinical matters, at the Maison de 
Charenton. 

For 15 years, from 1823 to 1838, he worked 
assiduously on the preparation of his text- 
book on mental diseases (1). When the work 
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finally appeared in 1838 in two elegant vol- 
umes accompanied by 27 lithographs, it was 
immediately hailed as a major contribution 
to the field of psychiatry. It was the first 
comprehensive work systematically divided 
according to the main clinical pictures. For 
each, the definition, etiology, clinical course, 
therapy, and outcome were clearly given. 
Moreover, it was the first book to apply sta- 
tistical methods to clinical studies; i.e., 
Esquirol tabulated psychological causes, such 
as disappointment in love, financial worries, 
and similar factors. As Zilboorg has 
stated (3), Esquirol’s figures are in themselves 
imposing and indicate the enormous mass of 
material the psychiatrist had at his disposal. 
In view of such an accomplishment, it is no 
wonder that his textbook was soon translated 
into other principal languages. It served as 
the basis of the school of psychiatry that he 
founded and that numbered among its 
members such outstanding men as Guillaume 
Ferrus, Jean-Pierre Falret, Félix Voisin, 
Etienne Georget, Ulysse Treélat, François 
Leuret, Louis Calmeil, Jean Parchappe, 
Louis Lélut, Jacques Moreau de Tours, Louis 
Delasiauve, and Jules Baillarger, each well 
known for his contribution to psychiatry.. 


Improvement of Legislation Concerning the 
Mentally Ill 


Throughout his entire life, Esquirol aimed 
at improving the condition of mental pa- 
tients. He did not hesitate to undertake long 
trips at a time when travel was difficult and 
even hazardous to learn about systems of care 
and treatment. Also, rather than following 
commonly accepted opinion on certain prac- 
tices, he tried to pass judgment on the basis of 
his firsthand observation. Typically, instead 
of accepting the traditional belief concerning 
the centuries-old family care for the mentally 
ill practiced in the Belgian village of Gheel, he 
visited it, studied that kind of practice, and 
suggested ways of improving it. 

I have already mentioned the letter 
Esquirol addressed to the minister of the in- 
terior of France in 1818 in which he vividly 
described the horrible conditions of the 
inmates in many institutions in France. The 
renown he achieved in his field resulted in his 
appointment’ to several official positions, 
through which he was able to influence leg- 
islation toward improving these conditions. 

To be sure, the situation was truly dis- 
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couraging. Prior to the Revolution of 1789, 
the mentally ill had been committed to insti- 
tutions through a lettre de cachet—an order 
issued by the police and signed by the king. 
The institutions housed paupers, the crippled, 
defectives, delinquents, and mentally ill per- 
sons together. Following some little-known 
investigations of the situation and especially 
influenced by the urge toward social im- 
provement brought about by the Revolution, 
Pinel introduced his famous reform of psy- 
chiatric care, first at Bicétre and then at the 
Salpêtrière, the former an institution for 
severely sick male mental patients and the 
second for females. 

While the situation improved in Paris, it 
remained disastrous elsewhere, to the point 
where it was difficult to decide whether insti- 
tutions for the mentally ill were shelters or 
detention homes. With about 10,000 mentally 
ill persons throughout France affected, the 
_ central government became concerned. In his 
1818 letter, Esquirol had recommended the 
creation of regional asylums, each housing 
not more than 150 patients who could remain 
there a maximum of two years, after which 
they would have to be placed in institutions 
for the incurable. The local administrations 
were to underwrite the cost cf this program, 
while the overall supervision was to be exer- 
cised by the central government. Such a plan 
was in line with the philosophy of moral 
treatment introduced in Engiand and in the 
U.S. ‘around the same time, which antici- 
pated by more than a century today’s com- 
munity mental health movement. 

Unfortunately, because of political and 
other factors, nothing came of Esquirol’s 
proposal, which was officially presented by 
him and other members of a specially created 
commission. In 1834 there were about 34 
public institutions accepting the mentally ill, 
while 65 hospitals admitted mentally ill per- 
sons together with other patients. In the best 
institutions the mental patients were assigned 
to various sections depending on the degree of 
their pathology. The Maison de-.Charenton, 
which was run by Esquirol and is still in 
Operation today, was the only facility for 
“curable?” mental patients. A number of 
institutions were staffed and sponsored by 
various Catholic orders. - 

After many compromises, legislation con- 
cerning the mentally ill was finally passed in 
1838 and remained in effect until recently. It 
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established a definite procedure for com- 
mitment of mentally ill persons throughcut 
France: special forms were to be filled out 
and signed by competent physicians and tien 
made official through court actien; voluntary 
admissions were encouraged; and for each 
new patient there was to be a period of ob-. 
servation until a definite plan could be made 
for his treatment. Similar legislation was 
soon introduced in most oher Western 
countries. 


The Significance of Esquirol’s Work 


At this point, some comments are in order 
in regard to the sources of Esquirol’s think- 
ing, the significance of his werk, and nis 
position in psychiatric historiography. Tradi- 
tionally, it has been held that Esquirol derived 
most of his thinking from his teacher, Pirel. 
While this is still accepted, increasing atten- 
tion is being paid to other sources. In partic- 
ular, the well-known ‘French psychiatrist 
Henri Ey has stressed the similarities betwe2n 
Esquirol’s views and those held by the Ger- 
man Psychikern school (Heinrozh, Reil, and 
Langermann). These early-19ta-century psy- 
chiatrists believed in the psychological etiol- 
ogy of mental disorders. Certain psy- 
chotherapeutic techniques, suck as caus:ng 
mental shocks, are described ir. similar terms 
by these authors and by Esquiral. 

Common to all of them is the emphasis on 
the role of the passions, up to the level of 
emotional dissociation, in the etiology of 
mental diseases. Consequently, it was thouzht 
that artificial passions could bz of help in 
counteracting normal passions. This method, 
which has been called by W. Riese the 
“instrumental use of passions’ (4), can be 
traced back to the Aristotelian and’ Stoic 
schools, as clearly shown by Lain Entral- 
go (5). The concept of interrupting the nor- 
mal associations of the patient, zven through 
such a drastic means as an emotional shock, 
presupposes a dynamic view of the personali- 
ty, in contrast to the partial but disconnected 
insights presented by the German Pry- 
chikern. Esquirol’s idea that one day the cn- 
tral core leading through faulty associations 
to mental disorder would be discovered rep- 
resented a clear anticipation of che psy- 
choanalytic method as brougat forward by 
De Saussure (6). On this basis, Esquirol’s 
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view of the personality has been called ‘“‘psy- 
chodynam:c”’ by Ey (7). 

Undoubtedly, however, the concept of 

monomania, probably introduced by Esqui- 
rol to overcome the confusion created by the 
use in French `of délire, in English. of “delu- 
sion,” and in German of Wahn, constituted 
a major issue in a good part of 19th-century 
psychiatry. It was described by Esquirol as 
a partial or symptomatic delusion that ap- 
peared clinically as a logical outcome result- 
ing from faulty postulates and related to the 
unfolding of the constitutional make-up of 
the personality in the context of experi- 
ence. 

With the refinement of apona 
understanding from the mid-19th century on, 
monomania was viewed in its connection with 
“moral insanity” (described by Prichard) and 
later as a symptom of paranoia, in its tradi- 
tional meaning. The issue was then raised as 

to whether monomania represents a primary 

or secondary symptom, that is, whether the 
delusion is an expression of a passion that 
forms itself in the inner core of the person and 
is projected into existence or whether ‘it is an 
expression of a restitutive phenomenon. 

No matter what position one takes, the fact 
remains that the concept of monomania be- 
came important, mainly in relation to legal 
psychiatry, in the first part of the 19th cen- 
tury, as shcwn in the extensive review by De 
Saussure ($). The concept was widely de- 
bated, especially in regard to the issue of total 
and partial irresponsibility in judicial trials of 
supposedly-mentally disturbed people. 

Finally, Esquirol’s contribution. to psy- 
chiatry is well recognized both in France and 
elsewhere. However, only two comprehensive 
studies of his life and work, by Semelaigne (9) 
and more recently. by Ey (7), are available. 
Other specific mentions are made in the 
studies of De Saussure (10), Bolotte (11-13), 
and, in this country, by Amdur and 
Messinger (14). In addition, of course, sec- 
tions have been devoted to him in general 
histories of psychiatry (3, 15-21). 

It is clear that Esquirol, although less pio- 
neering than Pinel, surpassed him in the depth 
and breadth of his views, which encompassed 
the whole field of psychiatry. For this, it 
seems justified to call him “the first complete 
psychiatrist.” Today, two centuries after his 
birth, a thorough study of his life and work in 
the light of modern psychiatry is needed. 
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DISCUSSION 


RusBen D. RumpBaut, M.D. (Houston, Tex.)—— 
A paper like this confronts the discussant with 
the historical figure, Jean Etienne Dominique 
Esquirol; the historian author, Dr. George Mora; 
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and the subject matter, the history of psychiatry. 

Esquirol, the historical figure, came alive to us 
as a “complete psychiatrist” formed by an ex- 
traordinary number of different facets: a pioneer, a 
writer, a teacher, a founder, a reformer, a clini- 
cian, a statistician, a public health officer, a capa- 
ble administrator, a forensic innovator. He was not 
solely a quiet, persevering, and accurate observer 
of clinical symptoms, taking daily rotes and pour- 
ing them into articles and textbooks; he also as- 
sumed great responsibilities, created with his 
mentor Pinel a new school of psychiatric thought 
in France, and challenged in due time the status 
quo by vigorously denouncing the horrible condi- 
tions he saw in the great majority of the asylums of 
his time. 

In this role, particularly appealing for its com- 
bination of courage, compassion, and constraint, 
he was indeed a true man of science but not of the 
cold, detached, and uninvolved type. One is re- 
minded, in reverse, of what Unamuno said about 
Anatole France: “I don’t like him, because he does 
not know how to become rightfully indignant.” 
Esquirol knew how, where, and when to become 
rightfully indignant; thus his official report to the 
minister of the interior about the sordid French 
asylums shook up the inept and ignorant bureauc- 
racy of the country, ‘initiated a widespread 
movement for reform, and eventually evolved into 
model legislation protecting the rights of the men- 
tally ill. That piece of legislation inspired all the 
others that have come after it in our Westem 

civilization, even up to the present. 

Esquirol is the man who once wrote: “One A 
to love the mentally ill in order to be worthy and 
capable of serving them,” a mottoa preached with 
his own example: he lived serenely among patients, 
disciples, students, and employees. One of his 
pupils even wrote that he “never. engaged in in- 
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trigue nor participated in a cabal, never displayed 
jealous rivalry, never suffered inner agony when a 
competitor won over him. He has seen enemies 
on occasion attack him relentlessly, and he has 


. forgiven them. He has seen pupils he has loved turn 


against him, and he -has not lovad them the 
less” (1). 

Dr. Mora,. modern historian, scholarly and 
quixotically keeps alive year after yeer the flame 
of the history of psychiatry in the pages of The 
American Journal of Psychiatry, in other perioci- 
cals, and in books. There is no question that his 
persistent work is already positively influencing 
our field, helping people understand psychiatry as 
a process rather than a “happening.” 

This takes us finally to the subject matter: the 
history of psychiatry. From being ridiculed, ig- 
nored, or simply tolerated, gradually it has »ecome 
a respectable discipline, seriously taught in nu- 
merous medical schools and an indisp2nsable part 
of the professional knowledge of any well-trained 
and educated psychiatrist. If the child is father to 
the man, the psychiatry of yesteryear is the mother 
of our present-day specialty. One cannot ade- 
quately understand a man without getting to knew 
the child that he was; by the same token, cne can- 
not understand modern psychiatry withou: 
knowing its complex, laborious, difficult begin- 
nings. Unfortunately, resistances and -prejudices 
about its study in depth are still widespread and 
tenacious. George Santayana, in a well-known 
dictum, stated that those who ignore history are 
condemned to repeat it. But what can we do with 
those who ignore Santayana? 
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Subcontracts for Community Development 
and Service 


BY HARVEY M. FREED, M.D. 


Subcontracts for certain services were 
awarded two years ago by an inner-city 
community mental health center to two 
community organizations that seemed to ex- 
emplify the growing spirit of pride that was 
emerging in the black community. The au- 
thor describes the problems that developed, 
especially in regard to recruiting and retain- 
ing professional personnel, and the ap- 
proaches to their solution. There have been 
both failures and successes: prevention pro- 
grams have not yet taken hold, but the parent 
organizations have become more responsive 
to community needs. 


A PPROXIMATELY TWO YEARS ago a large 
urban community mental health center 
(CMHC) subcontracted part of its service to 
two neighcorhood community organizations 
serving a population of about 25,000 black 
people fram the CMHC’s total catchment 
area of 125,000. The process leading to the 
development of the subcontract has been de- 
scribed elsewhere (1). In brief, it was a politi- 
cal decision in response to pressure from the 
two organizations in a series of confronta- 
tions that took place between June 1968 and 


June 1969. .It was also in keeping with the . 


program’s strong commitment to community 
development (2). 

At this point, it is necessary to attempt to 
evaluate the two years’ progress: What has 
been the outcome of the subcontract ar- 
rangement? Thus far several factors have 
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militated against a definitive statement. First, 
in the heat of the negotiations of two years 
ago, and in the face of the political complexi- 
ties, no concrete long-range goals and objec- 
tives were specified. Second, the two organi- 
zations have retained considerable autonomy 
——-have even maintained some isolation and 
secrecy about their operations—-and thus 
evaluation has been difficult. Third, this is a 


process still in evolution. While an attempt © 


will be made to view it in perspective, there is 
the danger that the result will be a cross- 
sectional view because two years may be 
insufficient time in which to evaluate the 
developing concent of “community control.” 
The community in question, which we will 
call “West Side,” consists of about 25,000 
people, almost all of whom are black. While 
it is part of the city’s west-side black ghetto, 
it is somewhat isolated by virtue of the pres- 
ence of a Mexican neighborhood to the south 
and an urban university and large medical 
center to the north. The university and medi- 
cal center are slowly invading West Side’s 
borders via expansion of their facilities, dis- 
placing residents into other marginal areas 


of the city. West Side tends to be a port of 


entry for blacks migrating from the south 
(especially from Mississippi). By all statisti- 
cal indices it is very poor. The men of the 
area are victims of heroin addiction, alcohol- 
ism, and crime (a persuasive argument has 
been presented about crime’s being an adapt- 
ive response to local conditions by men who 
are aggressive and active [3]). While the resi- 
dent agencies provide some service, they do 
not attempt to tackle the major social prob- 
lems facing the community. The development 
of the two community organizations is be- 
coming a significant influence in this area. 


The Two Organizations 
The first community organization was 
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started in the early 1960s by a city-wide reli- 
gious society. Although originators of the 
project included white and black members, 
the white ministers early took a back seat in 
an effort to promote the development of local 
leadership. Four black men, all ex-convicts, 
formed the nucleus of this group. ‘A conflict 
with a local laundry brought it prominence 
and set its stance as militant. In the last six 
years it has developed expertise in the housing 
and welfare systems and has helped numerous 
citizens to obtain better service, using a 
combination of threats, knowledge of the lo- 
cal community and of the law and bureauc- 
racies, persistence, and political “clout.” It 
has also offered help with job placement. A 
major focus, however, is economic develop- 
ment: the organization now manages a Shell 
station, has a McDonald’s hamburger fran- 
chise, owns a paper processing plant, and has 
increasing real estate holdings. In this paper 
we will call it “West Organization.” 

The other organization, here called “Black 
Students,” is of more recent vintage; it began 
in the mid-1960s. Composed of younger men, 
it is led by a charismatic and charming but 
also controlling and explosive leader. Al- 
though it was initially affiliated with and 
supported by the YMCA, the latter organi- 
zation has since severed the ties. The nearby 
medical school has developed a neighborhood 
health center in collaboration with Black 
Students; this is located adjacent to the men- 
tal health offices in the same building. While 


both groups prefer separate identities, they 


respect each other and cooperate incertain 
ventures. In cooperation with three other 
West Side organizations, they have formed a 
corporation designed to promote economic 
and social endeavors. 

The CMHC program, on the other hand, 
had a major commitment to the development 
of the community. In that context it was felt 
to be important to support and attempt to 
strengthen the two neighborhood organiza- 
tions that seemed to best exemplify the 
growing spirit of pride and achievement 
emerging in the black community. It was 
hoped that giving the subcontracts to the two 
organizations would strengthen them by their 
acquisition of additional resources, would 
further legitimate them by their relationship 
with the CMHC and by their function in per- 
forming additional service for the communi- 
ty, and would encourage them by their suc- 
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cess in entering a social system formerly 
closed to them. Their participation would 
undoubtedly have a salutary etfect by helping 
to “open up” that system and would demon- 
strate that nonprofessionals could be trained 
to provide effective mental health services. 
The two organizations would then be en- 
couraged, we hoped, to recognize the need to 
broaden their base of support in the commu- 
nity. 

-There are two central hypotheses here zhat 
were being put to the test. The rst is that ef- 
fective services can be provided by such 
community organizations. The second is that 
the subcontractual approack can promote 
community development. What has happened 
thus far? Much of the argumant about the 
provision of effective services hinged on the 
idea that nonprofessionals frcm the neigh- 
borhood could be trained to serve as mental 
health counselors. Thus far cur experience 
has been mixed: While the ccunselors were 
often effective in obtaining comcrete services 
for their clients such as food, hcusing, missing 
welfare checks, etc., they tended to overlook, 
not to understand, or to underestimate the 
significance of psychological forces. Prob- 
lems were often seen as the result of social 
factors, and those with a streng reality com- 
ponent were handled weli. More subtle emo- 
tional problems were often missed. 

Obviously disturbed patients were quickly 
referred to the professionals or to the center, 
under the rationale that the counselors were 
“not equipped” to deal with them. Underly- 
ing this was the not-so-disguised fear of the 
unpredictability or potential violence cf pa- 
tients and the feeling that th2 problems of 
mentally ill people were not as much of a 
priority as those of other groups. “‘People 
need jobs,” goes the refrain, ‘and not social 
programs.” Counselors sometimes expressed 
resentment that professionals would see some 
people for extended periods of time and 
would provide them with medication. This 
was seen as fostering too much dependency, a 
practice that was inimical to tie goals of the 
Organization, 

On the other hand, such attitudes were not 
universal. Some counselors were clearly psy- 
chologically minded and empathic; they were 
very helpful to people whose rroblems aad a 
strong psychological component. Many pa- 
tients looked forward to their appointments 
with the counselors and particularly liked the 
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fact that they could drop in at unscheduled 
times and receive service. In addition, the 
counselors were much more willing than pro- 
fessional staff members to go to patients’ 
homes, to accompany them to other agencies, 
to intervene on their behalf with bureauc- 
racies, etc. 

Attempts have been made to develop 
training programs for the counselors, but 
none of these has been successful. Working 
side by side with professional staff has prob- 
ably been the most effective training mea- 
sure, but its effectiveness has been lessened 
to some extent by turnover in both pro- 
fessional and nonprofessional staff and by 
changes or conflicts in program policies. 
There has also been a strong bias against 
education, more so among the older staff of 
West Organization than among Black Stu- 
dents. Comments like “We know how to 
work with these people because we’ve been 
living here all our lives” were common, One 
of the additional constraints against training 
seemed to be the fear of losing well-trained 
staff who would seek advancement elsewhere. 
And one of the disadvantages of the subcon- 
tract system seemed to be that the relatively 
small number of staff provided for by the 
subcontract allowed for very little advance- 
ment within the system. 

In spite cf this, it is notable that more than 
half of the counseling staff of the two organi- 
zations have remained with the program for 
the two years of its existence. Part of the 
reason for this relates to a possible explana- 
tion for the difficulty in effecting training. To 
a greater extent than in professional systems, 
jobs in these programs are patronage re- 
wards. Staff members are selected as much 
for their lovalty to the organizations, or be- 
cause of need, as for qualities or characteris- 
tics deemed essential for mental health coun- 
selors. Experience elsewhere has shown that 
nonprofessionals may become effective men- 
tal health workers if they are highly selected, 
well trained, and well rewarded for their ef- 
forts. In this situation, however, different 
criteria for the selection of staff have pre- 
vailed, and the provision of training and re- 
wards has posed complex problems. Experi- 
ence elsewhere has also shown that some 
people selected to work in mental health 
programs become effective counselors while 
others are better at community work. 

The two organizations cited here have rec- 
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ognized this from their own experience and 
have moved to alleviate some of the problems 
cited by developing a division of labor among 
their staffs. In both instances some staff 
members have been delegated the responsi- 
bility for working with “mental patients,” 
while others stick to job placement, working 
with welfare or housing, etc. In our experi- 
ence those people who have gravitated toward 
working with patients seem more psycholog- 
ically minded than their colleagues. In that 
connection it should be mentioned that since 
the organizations have other responsibilities 
and programs besides mental health, all staff 
members, including the mental health coun- 
selors, may sometimes be drafted to fill or 
deliver Christmas baskets, dispense lunches, 
sell tickets to benefits, etc. Occasionally this 
has depleted the entire mental health staff 
and has forced patients to wait or to return 


` for service at a later date. 


Professional Assistance 


It was recognized from the beginning that 
the programs would need professional as- 
sistance. Both organizations resisted using the 
money allocated to them to buy professional 
time because of the resistance to profession- 
alism in general and because two or even 
three nonprofessionals could be hired for the 
price of one professional. The first contract 
called for at least one “professional” mental 
health worker to be hired by each of the two. 
organizations in addition to the half-dozen or 
so counselors. Additional professional staff 
were to be available from the CMHC as 
needed. In practice, during the first year the 
organizations were unable to recruit qualified 
professionals and by agreement with the di- 
rector of the CMHC settled for people with 
B.A. degrees as their “‘professionals.” The 
CMHC provided a senior psychiatrist to each 
organization for approximately one hour a 
day plus a few additional hours a week, to- 
gether with an experienced social worker to 
conduct training. While the training was un- 
successful, as already mentioned, the clinical 
services and on-the-job training provided by 
the psychiatrist were generally well received. 
The first year ended with’ both organizations 
requesting more professional time. 

In addition, the two CMHC professionals, 
both especially gifted (albeit white), were able 
to provide a great deal of information to the 
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organizations and to the CMHC and to assist 
in establishing better linkages between the 
two. They both knew whom to call to get 
things done and consistently encouraged the 
mutually suspicious parties to meet together 
to resolve differences. As a result of their ex- 
perience it was decided that both organiza- 
tions should be enabled to hire their own pro- 
fessionals the following year. As outsiders 
the professionals had been distrusted to a 
great extent and their impact was thus lim- 
ited. It was hoped that professionals respon- 
sible to the organizations would not be so 
suspect and would help bridge the gap be: 
tween professional and lay values and con- 
cerns, black and white concerns, and 
CMHC versus organizational concerns. 

Therefore additional funds were provided 
to each organization in its second annual 
contract to hire one fully qualified mental 
health professional plus a part-time psychia- 
trist. West Organization, which had been 
more critical of professionals in general, 
made yeoman efforts to hire black profes- 
sionals, narrowing their range of choice con- 
siderably because of their insistence that the 
staff be black. Black Students, not as partic- 
ular about race, made some efforts at recruit- 
ment, but these were not as persistent. By 
contacting every school of social work in the 
metropolitan area and several professional 
Organizations and training programs for 
other professional disciplines, and by writing 
letters to every black psychiatrist in the city, 
West Organization: finally located two pro- 
fessionals. One was a second-year social work 
student who would work full-time by arrang- 
ing her work schedule so as not to interfere 
with her classwork. The other was a well- 
qualified community psychiatrist who would 
come in two half-days a week. Both were 
black. Black Students was-never successful in 
recruiting professionals and again had to set- 
tle for people with B.A. degrees. I note all of 
this in detail to point up the need to contend 
with the real difficulties in recruiting profes- 
sional staff to work in such organizations. 

The impact of the professionals at West 
Organization was especially strong. Both 
professionals there spent considerable time 
establishing trust with the organizations and 
clearly had to identify with them. They came 
to be relied on heavily for program planning 
and for service to patients and soon began to 
feel overloaded. They have planned an ambi- 
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tious training program for counselors work- 
ing with patients, are seeking “unding and 
links with nearby educational! institutions, 
and hope to begin training soon. Their pres- 
ence has helped to define not only what West 
Organizations mental health program is 
prepared to undertake, but also what it can- 
not do at this time. 

Perhaps most importantly, both profes- 
sionals have agreed to stay on ror the thizd 
year of the subcontract. The psychiatrist has 
been instrumental in recruiting another black 
psychiatrist to come in for thrze half-days a 
week, while he will move over to assume tie 
medical directorship of a newly funded drug 
abuse program sponsored by the organiza- 
tion. Linkages with the CMHC have im- 
proved but are still not as good as those with 
other neighborhood outposts under direct 
control of the center. The wish of the organi- 


. zations to be autonomous—to p.an by them- 


selves, etc.—remains most important, and 
both professionals identify strengly with this 
desire. At Black Students, the relationship 
with the CMHC has improved considerak-y, 
probably more than at West Organization; 
but this is partly because the relationship was 
much worse in the beginning. 

It should be mentioned that there are many 
residents of West Side who will not use tie 
services of the two mental healih programs 
for a variety of reasons. Some fear the zr- 
ganizations’ reputations for militancy and 
criminality; some know the staff members 
and do not want to be identified as needing 
mental health services; and stil] others do not 
know that professionals are on the staffs of 
(or are available to) the two pragrams. On the 
other hand, satisfied customers are “spread- 
ing the word” and there is some talk in the 
community about the growing success of zhe 
Operations. 


Weakness of Prevention Programs 


What about other programs of a preventive 
nature, such as consultation, services to chil- 
dren, and special programs such as alconol- 
ism and drug addiction? In general the pre- 
ventive programs have not taker. hold. While 
they have often been discussed, and some- 
times even planned, few have been carrizd 


' out. To some extent the organizations ques- 


tion the value of these programs. Again they 
stress the importance of jobs and belittle zhe 
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` effects of social programs in general. Beyond 
that they question their ability to have an im- 
pact on social systems such as the schools— 


partly because of their own limited training 


but more importantly because they feel that 
the schools and other educational and social 
welfare institutions (particularly those re- 
lated formally to the city administration) are 
too tightly run to be bothered with. In addi- 
tion, they consider programs in areas that we 
consider preventive, i.e., housing, jobs, wel- 
fare, which were their raison d’etre even be- 
fore the CMHC came along, to be their 
province and are not particularly inclined to 
share their own planning or operations in 
those areas with the CMHC. As for chil- 
dren’s programs, neither organization is in- 
clined to do much in the way of formal men- 
tal health programming for children, partly 
because of the priority placed on making the 
adult community productive, partly because 
of lack of know-how, and partly because the 
CMHC has a team of staff members from its 
Children’s Institute that works in West Side. 
Informally, however, the organizations run 
Neighborkood Youth Corps programs in the 
summer, have periodic picnics, sponsor ath- 
letic leagues, have pool tables available for 
children, show movies, and so on. Black Stu- 
dents does more of the latter, in keeping with 
its origin as a YMCA-supported program. 
Alcoholism and drug abuse deserve special 
mention. While consultation programs or 
discussion groups about mental health issues 
seem somewhat ephemeral to the organiza- 
tions, alcoholism and drug abuse, particularly 
heroin adciction, are very serious problems 
and ones that drain off potentially productive 
resources from the community. From the 
beginning these were noted as important is- 
sues and have repeatedly been cited as the 
outstanding mental health problems in the 
neighborhcod. Members of the two organi- 
zations, as well as friends, neighbors, and rel- 
atives, have succumbed to drug addiction 
and alcoholism—evidence of very real prob- 
lems in West Side. : , 
West Organization, encouraged by the 
CMHC director, began to take an interest in 
the heroin problem and to plan a program to 
deal with it. Resources were scrounged from a 
number of sources and a temporary program 
was put tozether. First patients were detoxi- 
fied in a few beds borrowed from the CMHC 
inpatient unit; when this program failed, an 
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outpatient methadone maintenance and de- 
toxification program was started. The long- 
range goal was to seek funding to put the 
program on a more solid footing. From the 
beginning, there was strong community sup- 
port. For 20 months, beginning in the fall of 
1969, planning for the additional funding and 
expansion and development of the existing 
program proceeded simultaneously. 

The process was often very stormy in that 
potential funding sources wanted tight medi- 
cal control of the program, while West Or- 
ganization insisted on greater community 
control, Numerous agencies at all levels of 
government and many private foundations 
were approached, to no avail. In addition the 
developing program posed serious problems 
for the hospital that was providing space and 
resources to keep the program alive. The un- 
orthodox, often aggressive behavior of the 
addicts and the organization’s staff wreaked 
havoc on institutional policies and attitudes. 
Also, the political problem of having a black 
community organization develop a program 
to serve the addicts of a broader catchment 
area that included many Chicanos and Cen- 
tral European residents in its farther reaches 
was a nightmare—probably the most serious 
problem in the CMHC’s history. In the end, 
fortunately, West Organization was able to 
obtain funding for the program, which began 
on July 1, 1971, and is to continue for three 
years. Currently the organization is negotiat- 
ing agreements with the CMHC and the state 
drug abuse program to support and enhance 
its newly funded program. 

The pride that the addicts, the staff, the 
organization, and some members of the 
community have taken in the program is 
substantial. What sometimes seemed like in- 
superable obstacles were overcome and the 
program was finally put on a solid footing. 
While at times the disappointments and tra- 
vail increased the distrust between West Or- 
ganization and the CMHC, in the long run 
the relationship seemed to be enhanced by the 
need to work together at the task. Potentially 
far more important than the relationship with 
the CMHC, however, is the benefit that the 
program can bring to the organization’s rela- 
tionship to the community. 

This leads us to note the salutary effect the 
organizations have had upon the CMHC and 
the medical center of which the latter is a 
part. This was an anticipated benefit, al- 
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though secondary, and has been very real. 
Pressure from the organizations has been re- 
sponsible for beneficial changes in institu- 
tional policies and attitudes toward the popu- 
lations served; community mental health in 
general has also benefited. 


Impact on Community Development 


i 


Finally we need to examine the program’s 
impact on community development. While 
this approach was based on the premise that 
promoting community development does 
have a positive effect on mental health, the 
merits of that argument cannot be pursued 
here. By community development we simply 
mean greater participation by community 
residents in planning’ that is successful in 
helping them to achieve desired ends. The 
latter is an important aspect of the concept: 
planning that is unsuccessful in achieving an 
end can be frustrating and disheartening to 
the participants, no matter how many people 
are involved in-the planning process. West 
Organization has consistently opposed the 
concept of advisory boards, for example, on 
the grounds that the diffusion of authority 
and responsibility that would ensue from 
having to answer to such a group would 
hamper their ability to wrest badly needed 
resources away from other groups in the 
highly competitive urban scene. Their answer 
to the critics who charge them with substitut- 
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ing one form of domination for another ‘‘s 
that at least they are successful in gaining re- 
sources that benefit the community. 

The CMHC program is, nevertheless, pui- 
ting pressure on both organizaticns to devel- 
op advisory boards and thereby to broaden 
their base of participation in the community. 
The fact that their two years of effert brought 
the organizations additional resources, an 
additional service role in their relationship 
with their communities, planning successes 
such as the drug abuse program, 2tc., seems 
to have increased their legitimecy to some 
extent, both in the- neighborhood and in the 
city at large, and should bring beneficial re- 
sults to their communities. To the extent that 
they can now actually broaden their base of 
participation and yet not hamper their effec: 
tiveness and viability as organizations, the 
goal of community development will be ap- 
proximated even further. 
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Adolescents in Crisis: Evaluation of a Questionnaire 


BY ALVIN YUSIN, M.D., RUTH SINAY, PH.D., AND KAZUO NIHIRA, PH.D. 


This paper presents data from a crisis eval- 
uation questionnaire administered to 50 ado- 
lescents admitted to the Los Angeles County- 
University of Southern California Medical 
Center. Analysis of the questionnaire delin- 
eated four crisis behaviors—suicidal, ag- 
gressive, psychotic, and psychotic-drug—as 
the reasons for hospitalization. Each behav- 
ioral group was evaluated in terms of life sit- 
uation areas covered by the questionnaire. 
Analysis of results identified characteristic 
life situations for each group, which could be 
used to differentiate the four groups. 


HE PURPOSE of this paper is to present 
data from a Crisis Evaluation Ques- 
tionnaire (CEQ) that assessed crisis behaviors 
and life situations for an adolescent popula- 
tion admitted to Los Angeles County- 
University of Southern California Medical 
Center from July 1969 to February 1970. 
Crisis beheviors were defined as those behav- 
iors which directed an agency (family, police, 
school, or the adolescent himself) to seek 
immediate hospitalization for the adolescent 
patient. 
Adolescent patients admitted for crisis 
behaviors are housed on a crisis ward. Each 
month approximately 30 patients between 
12.5 and 18 years of age are admitted to this 
ward for a maximum stay of two weeks. 
Every other patient admitted to the ward re- 
ceived a CEQ. There were 50 subjects (25 
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girls and 25 boys) in the study, which ran 
from July 1969 to February 1970. 


Method 


We assumed that the adolescent initiated 
crisis behaviors when his or her emotional 
equilibrium was disrupted by stressful life 
situations. We attempted to evaluate crisis 
behaviors and life situations in the adolescent 
through use of the CEQ. 

The CEQ consisted.of 64 questions.’ Elev- 
en questions assessed the crisis (1.e., histor- 
ical data about the crisis and patient reac- 
tions to it); 12 assessed family interactions, 
including parents’ reactions to crisis; 17 as- 
sessed school performance, including histor- 
ical information and reactions to school; 
seven assessed peer relationships; eight as- 
sessed drug use, including medical problems; 
three assessed the patient’s relations with au- 
thorities; and six assessed the patient’s sexual 
adjustment. Some of the questions required 
only “yes” or “no” responses, but most of 
them had multiple response categories. 

Analysis of the 50 completed question- 
naires delineated three distinct behavioral 
categories of crisis behaviors: suicidal behav- 
ior, defined as gestures and attempts to take 
one’s life; aggressive behavior, defined as at-. 
tempts to injure persons and/or property; and 
psychotic behavior, defined as delusions and 
hallucinations.” Closer examination of the 
questionnaires and hospital records of those 
individuals with psychotic behavior showed 
that they fell into two different categories: 
those individuals whose psychotic behavior 


was the result of drug abuse and those 


' A copy of the questionnaire is available from the au- 
thors upon request. 


? People who brought adolescents to our units were not 
sophisticated in the use of psychiatric indicators for psy- 
chosis, and apparently delusions and hallucinations were 
the manifestations of the psychotic process that alarmed 
them sufficiently to seek immediate psychiatric hospi- 
talization. 
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individuals whose psychotic behavior was not 
the result of drug abuse. With these behav- 
ioral indicators, four distinct crisis groups 
emerged: the suicidal group (N=15), the ag- 
gressive group (N=11), the psychotic group 


(N = 15), and the psychotic-drug group 
(N = nine). 
Analysis of Data 


Each behavioral group was evaluated in 
terms ofthe life situation areas listed on the 
CEQ. This information was tabulated. 
Separate analysis of each response category, 
using One-way analysis of variance, indicated 
that the means of the four groups were sig- 
nificantly different, (p<.05 or less) for 19 re- 
sponse categories.’ 


Results 


Statistical analysis delineated significant 
items that differentiated the four crisis be- 
havior groups. These items further delineated 
the distinguishing characteristics of each 
group. The items are grouped according to 
the subgroups of the CEQ, i.e., crisis behav- 
ior, family relationships, schoo! performance, 
peer relationships, drug usage, relations with 
authorities, and sexual relationships. This 
section includes only those subgroups which 
describe distinguishing characteristics for 
each group. 


Suicidal Group 


Crisis behavior. The crisis behavior of this 
group involved a suicidal attempt or gesture; 
it was frequently associated with the loss of a 
significant person such as a parent, friend, or 
sibling. These individuals usually felt sad at 
the time of crisis. 

Family relationships. Parents of suicidal 
patients, compared to parents of children in 
the three other groups, showed the lowest in- 
cidence of a reaction (i.e., anger, worry, fear, 
or confusion) to the crisis, or to drug use if 
their child took drugs. They were the least 
concerned about their children exhibiting so- 
cially acceptable behaviors. Their method of 
disapproving of their children’s behavior was 
primarily silence and withdrawal. They were 
the least likely to resort to any form of 
physical punishment, to expect obedience, or 


3 A list of response categories, means, and f ratios is 
available from the authors upon request. 
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to want more effective communication wita 
their children, and they were not likely t3 
contact a psychiatric facility about the crisis. 

School performance. Those suicidal pz- 

tients not in: school had done nothing about 
getting back into school and disliked schoc. 
because they were bored. 
_ Peer relationships. The suidical group had 
more friends (one to five) of the same age 
than did the other groups. Of those individu- 
als in this age group who had no friends, tre 
reason cited most often was fear of gettirg 
close to people. This group was the least im- 
terested in becoming leaders in peer groups 
(i.e., church groups, gangs, Scouts). 

Drug usage. This group used drugs (i.e., 
barbiturates, marijuana, hashish, and heroia) 
far less than did the other groups. The few 
suicidal patients who did take drugs most 
commonly used amphetamines. Our sampk, 
however, was extremely small. and ths 
information may not be statistically signi7- 
cant. 


Aggressive Group 


Crisis behavior. Crisis behavior for thas 
group involved the attempt to injure oth2r 
persons or property. The crisis for this grouo 
occurred least often in the community, whea 
compared with the other groups, and: drag 
abuse was least often reported as the reason 
for the crisis. Most of the individuals in this 
group felt their crisis behavior was justified, 
and they were the least ashamed of this k=- 
havior. 

Family relationships. Parents of this group 
of patients were most often angry akout tie 
crisis behavior and, if their child took druzs 
(only 36 percent did), were angry about lie 
drug use. Although they readily discuss2d 
feelings of love and hate, these parents mare 
frequently used physical punishment to show 
their disapproval of their child’s behavior aad 
they expected obedience from their child tc a 
greater extent than did parents of children in 
the three other groups. They least often usz2d 
silence and withdrawal as a means of pun- 
ishment. They were not likely to contac: a 
psychiatric facility when crisis behavior cc- 
curred and were least likely to want the:r 
child to have a college education. 

Schoo! performance. Those individuals in 
the aggressive group who were out of schcol 
did nothing to return to school. Their grates 


[7] 


576 


were least likely to be above average. Some 
were bored by school. . 

Peer relationships. Individuals in this group 
who had no friends believed it to be due to 
their peers’ disliking them. They did not wish 
to be leaders in peer groups. 

Medical problems. A small percentage of 
this group had medical problems that con- 
tributed to the crisis. Parents responded to 
these protlems by overprotecting the child. 
The patient sample, however, was so small 
that this information merely reflects possible 
trends and is not statistically significant. 

Relatiors with authorities. This group did 
not get along with authorities and provoked 
them_. l 

Sexual relationships. These individuals 
showed the least interest in the opposite sex; 
` masturbation was never cited as the primary 
sexual release. 


Psychotic Group 


Crisis behavior. Crisis behavior for the 
psychotic group involved reporting delusions 
or hallucinations to others. This group 
showed a preponderance of low mean ratings. 
Neither object loss nor drug abuse was re- 
lated to the crisis behavior. These individuals 
least often felt that their crisis behavior was 
- justified, but they never felt sad about it. 

Family relationships. Their parents were 
least likely to discuss angry feelings. They 
punished ty silence and withdrawal and did 
not expect their children to communicate 
more effectively. 

School performance. This group was the 
largest one with just-average school grades. 
Those individuals who were out of school had 
done nothing about getting back into school. 

Peer relationships. These individuals most 
often had no friends their own age. 


Psychotic-Drug Group 


Crisis bzhavior. Crisis behavior for the 
psychotic-crug group involved telling others 
about delusions or hallucinations that were 
associated with drug use within 24 hours prior 
to admission. The crisis behavior most often 
occurred ir the community. This group usu- 
ally was ashamed of its crisis behavior. 

Family reiationships. Parents of children in 
this group blamed the crisis behavior on 
drugs. They felt sad about the drug problem 
and of all parents in the study were the most 
likely to contact a psychiatric facility for help 


[88] 


ADOLESCENTS IN CRISIS 


with the crisis. They, more than the other 
parents, expected socially acceptable behav- 
ior, wanted their children to go to college, and 


.were angry if their children were not attend- 


ing school. They also wanted to communicate 
more effectively with their children, yet they 
had more difficulty than the other parents in 
expressing feelings of love and hate. Their 
children used silence as a means of disap- 
proving of their parents’ behavior. 

School performance. This group had the 
greatest number of patients with above- 
average school grades. 

Peer relationships. The individuals in this 
group had friends and aspired to be leaders in 
peer groups. 

Drug usage. The drugs used by these 
individuals included LSD, barbiturates, 
marijuana, heroin, and amphetamines. The 
primary reason they used drugs was to forget 
their problems. 

Relations with authorities. This group got 
along well with authorities and was the group 
least likely to provoke them. 


Z 2 
ConcluSions 


This information on individual behavioral 
groups led us to formulate the following 
generalizations. 

The suicidal group seemed to be an 
unhappy, uninvolved group of adolescents 
who wanted human relationships, yet did not 
seem to have a sufficient number of them. 
Parents of these adolescents seemed indiffer- 
ent to their children’s problems. 

The aggressive group seemed less mature 
and more impulsive than the other groups. 
Their parents seemed to serve as models for 
ageressive and impulsive behavior, yet de- 
manded controlled behavior in their children. 

The psychotic group seemed to be more 
detached from their environment, both 
physically and interpersonally, than the other 
groups. Their parents also seemed detached 
from their children. 

The psychotic-drug group seemed to be a 
more intact group of adolescents who, along 
with their parents, were more socially aware 
than the other groups. Their crisis behavior 
seemed to be a disruption of a relatively 
stable previous life-style as compared to the 
other groups. Their parents, more than the 
parents of adolescents in the three other 
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groups, seemed to have attitudes toward their 
youngsters that reflected middle-class values. 

Our information suggests that certain 
combinations of life situations may produce 
sufficient stress on adolescents to cause them 
to initiate four “‘crisis behaviors,” i.e., sui- 
cidal, aggressive, psychotic, and psychotic due 
to drugs. These combinations of stressful life 
situations differed from one group to anoth- 
er. It was our assumption that some of these 
situation combinations could be used to de- 
termine the probability of the initiation of one 
of these four crisis behaviors. 

Application of a stepwise multiple dis- 
criminant analysis enabled us to identify a set 
of six critical situation factors that helped to 
differentiate the four crisis behavior groups. 
They were use of hashish or heroin, lack of 
close friends and feelings that peers do not 
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like him/her, object loss, physizal punish- 
ment by parents to communicate disapprovzl 
of patient’s behavior, being out of school ard 
doing nothing, and parental expectation that 
the patient have a college education. 

The weighted-combination of tae informa- 
tion on these selected variables correctly 
classified nearly 80 percent of the subjects ir- 
to the four criteria groups. Just es any other 
Statistical prediction, this result requires 
further verification, employing -ndevendent 
samples of similar subjects and the acqu:si- 
tion of information on a normal control 
group. However, the result of tke statistical 
analysis suggests that the combination of 
critical situational factors could be used to 
predict an adolescent’s chances of initiating 
one of the four crisis behaviors described 
here. 
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Continuing Education for Community Psychiatry 


BY LOUIS F. RITTELMEYER, JR., M.D., ROBERT G. KVARNES, M.D., 
AND IRVING SCHNEIDER, M.D. 


The authors describe what is probably the 
first example of the joining together of all the 
psychiatric teaching institutions in a metro- 
politan area to sponsor a teaching program in 
psychiatry. Involving more than 400 mental 
health professionals in its seven years of ex- 
istence, this program includes seminars and 
a practicum, leading to a certificate; a 
Community Psychiatry Forum; all-day 
workshops; and consultations. In addition to 
fulfilling specific needs, the program has 
created a professional “community” of the 
many groups involved in psychiatric 
teaching, practice, and research. 


HE ASSOCIATED FACULTIES Program in 

Community Psychiatry (AFPCP) was 
organized in 1964 to develop a program of 
continuing education in community psychia- 
try for the Washington, D.C., metropolitan 
area. The program is guided by representa- 
tives of the 15 major psychiatric teaching in- 
stitutions in the area. They include the three 
medical schools and civilian and military 
psychiatric centers in Washington and nearby 
Maryland and Virginia. They are as diverse in 
nature as the Washington Psychoanalytic 
Institute, the U.S. Naval Hospital in Bethes- 
da, Md., and the Fairfax-Falls Church Men- 
tal Health Center in Virginia but have in 


Read at the 125th annual meeting of the American 
Psychiatric Association, Dallas, Tex., May 1-5, 1972. 

Dr. Rittelmeyer is Associate Professor of Psychiatry 
and Director of Psychiatric Outpatient Services, George- 
town University School of Medicine, 3800 Reservoir 
Rd., N.W., Washington, D.C. 20007. Dr. Kvarnes is Di- 
rector of the Washington School of Psychiatry, Wash- 
ington, D.C, Dr. Schneider is Director of the Arlington 
Mental Health Center, Arlington, Va. The authors are 
also with-the Associated Faculties Program in Commu- 
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Field Studies, Dr. Kvarnes is Chairman, and Dr. Schnei- 
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the National Institute of Mental Health. 
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common the responsibility for conducting 
training programs in psychiatry. 

The consortium set as its first tasks the 
building of a teaching program including a 
two-year series of seminars and a practicum, 
leading to a certificate, and the development 
of a study group of representatives of the 
participating institutions. The latter, called 
the Community Psychiatry Forum, would 
supervise the teaching program and discuss 
issues and -program developments in com- 
munity psychiatry. As far as we know, this is 
the first instance in which all of the psychi- 
atric teaching institutions in a metropolitan 
area have joined together to sponsor a teach- 
ing program in psychiatry. 

Administrative direction is provided by 
three psychiatrists who work part-time for 
the AFPCP. One, the chairman, provides 
overall direction and coordinates programs 
for the monthly forum meetings. The other 
two have primary responsibility for the cur- 
riculum of the teaching program—one coor- 
dinating the seminars and the other the prac- 
ticum. All take part in newer developments of 
the program, including workshops and con- 
sultations. Support has been provided by a 
training grant from the National Institute of 
Mental Health and by tuition fees. 

After seven years of operation, the impres- 
sion is that this experiment in interinstitu- 
tional collaboration in postgraduate profes- 
sional education has been a successful one. 
The consortium is still alive and is growing, 
which may well constitute a record of sorts 
for such endeavors. Member institutions re- 
main involved and active, and there is grow- 
ing evidence that they view the AFPCP as 
neutral turf where certain sensitive issues 
may be explored and resolved. More than 
400 psychiatrists and other mental health 
professionals have been involved with the 
program in one capacity or another during 
the seven years of its existence. 


Amer. J. Psychiat. 129:5, November 1972 


RITTELMEYER, KVARNES, AND SCHNEIDER 


The Teaching Program 


In the fall of 1965 a class of 23 psychiatrists 
entered the teaching program. This group 
represented a wide range of experience and 
institutional affiliations. Since then four ad- 
ditional classes have completed the two-year 
course of study. A total of 82 psychiatrists 
and 13 other mental health professionals have 
enrolled, and 45 have graduated. The current 
class has 14 trainees. 

In the first four classes, only psychiatrists 
were accepted into the program. The ra- 
tionale was to permit the staff and faculty, 
together with the trainees, to clarify the func- 
tion of the community psychiatrist as much 
as possible. Beginning with the fifth class, 
other mental heaith professionals have been 
accepted for the purpose of reflecting the in- 
terdisciplinary nature of community mental 
health in our training. For the next phase of 
the program, we intend to strengthen the 
participation ‘of mnonpsychiatrist mental 
health professionals. 

We will briefly describe the current struc- 
ture of the teaching program and then review 
the process by which it evolved. Meetings are 
held one evening a week for two hours. The 
format is that of a small group seminar, with 
discussions focusing on literature, case histo- 
ries, and experiences of the participants. 

The course of study emphasizes three 
principal elements: 1) a discussion of the 
literature of social and community psychia- 
try, 2) a study of the community and the ways 
in’ which psychiatrists: and other mental 
health workers function in communities, and 
3) a practicum enabling the student to gain 
supervised field experience in some aspect of 
community psychiatry. 

The first year includes such units as Intro- 
duction to Social Psychiatry, Mental Health 
Consultation, the Nature of Black History, 
and a Practicum. The relevant parameters in 
social psychiatry are covered, with the ma- 
terial divided into three sections: crowd and 
group phenomena, social determinants of the 
individual’s behavior, and the behavior labo- 
ratory. Reading assignments cover psy- 
cholinguistics, significant researches of early 
American sociologists, the brutal laboratories 
of war and poverty, the theater of the absurd, 
and modern psychiatric iconoclasts. 

Theories and methods of mental health 
consultation are presented later in the first 
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year. These discussions are correlated w:th 
the practicum. Each trainee is required to 
develop a specific community mental ‘health 
project in collaboration with his home insti- 
tution; it is hoped that the project will consti- 
tute a contribution to his institution’s work in 
the community. After approval of the project 
by the home institution, supervision is ar- 
ranged by its representative in collaboration 
with the AFPCP staff. This arrangement [or 
supervision of the practicum is a recent- 
modification and has provided z significant 
stimulus to the involvement of several insti- 
tutions in consortium activities. F 

The unit titled the Nature of Black History 
not only deals with working in tke inner city 
but also focuses on more’general issues: te 
nature of black-white relations considered 2s 
a process, caste and class models of behavior, 
development of clandestine cultures, and <xe 
role of the outsider as a helping person. 

Since awareness of group process is re- 
garded as a crucial element in the training of 
a mental health administrator, experience in 
a group relations conference is recommended 
before the second year. This requirement, new 
this year, is an outgrowth of our ewareness of 
a recurring problem in the seminars. 

The subject units in the second year include 
Mental Health Administration, Advanced 
Consultation, Advanced Social Psychiatry, 
and Practicum. Mental health administraticn 
is taught by the case method. A series of cases 
has been developed, highlighting issues and 
problems in administration. Consultation is 
studied critically in relation to the various 
settings in which it occurs and the diverse 
ways in which it is practiced, with perticular 
attention to illustrative issues in the students’ 
own practicum activities. 

By the second year, the practicum ñas 
developed to the point where the group can 
serve as its own faculty, presentirg at month- 
ly intervals its own varied experience azd 
sharing the problems and successes of the 
various endeavors. Before graduation the 
trainee 1s required to submit a paper de- 
scribing his practicum experience. 

We continue to refine the teaching pro- 
gram to meet the students’ changing neads 
and interests in response to suggestions from 
graduates and from member institutions. For 
example, the series of seminars on the nature 
of black history was introduced this past 
year. It offered an immediately practical ap- 
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plication of the social and cultural under- 
standings acquired elsewhere in the program 
and stirred up more interest and discussion 
about current social problems than any other 
feature of the course. 

Another recent change, beginning the 
practicum early in the first year, has been 
quite successful. Where consultation rela- 
tionships need to be established, ample time is 
now available for planning, setting up, carry- 
ing out, and at times terminating the project. 
The practicums of the 1969-1971 class cov- 
ered a variety of activities in community 
mental health practice; a partial listing of 
titles will illustrate the scope of interests and 
activities: Psychiatry. and the Communica- 
tions Media: Consultation with a Radio 
Station, Mental Health Consultants in an 
Educational Charrette, Development of the 
Inpatient Service in a Community Mental 
Health Center, Bringing Community Men- 
tal Health Learning to Clergy, Consultation 
to Urban Family-Style Communes Serving 
Juvenile Runaways, Implementation of a 
Therapeutic Community at a Chronic Dis- 
ease Hospital, and the Community Mental 
Health Center and the General Practitioner. 

Several issues have emerged in our con- 
tinuing effort to improve the curriculum. 
These are briefly summarized as follows: 

The chicken-egg problem. Since the in- 
ception of the program, the question has 
been: Which should be taught. first, theory or 
practice—the literature or the work? 
Originally it was theory first, then practice. 
Over the past three years there has been an 
increasing mixing of the two, so that the pres- 
ent curriculum weaves in and out between 
the theoretical and practical, depending. on 
the special needs of each class. 

Allocation of priorities. In a part-time 
program the difficult problem is what not to 
teach. What should be left out? Emphasis is 
placed on subjects not taught elsewhere in the 
Washington area and cognizance is given to 
the needs and backgrounds of each student 
group. 

The process-content problem. In each 
class difficulty has been experienced as to 
whether to emphasize group process or course 
content. This has been worked out by a com- 
promise, after varying degrees of conflict. 
The new curriculum requires that students 


have participated in a group relations con- 


ference sometime before the end of the first 
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year of training. This not only provides a 
significant experience in group process but 
serves as a laboratory in administrative is- 
sues, material that will be utilized in the 
more formal consideration of administration 
in the second year. In addition, we hope that 
the learning opportunity can be maximized, 
with less time devoted to group process prob- 
lems in the class. 

The who-is-the-expert problem. Many 
students have had as much experience in the 
field of community psychiatry as the faculty. 
To deal with what is often an artificial dis- 
tinction between student and teacher we have 
worked into the curriculum as many oppor- 
tunities as possible for participants to teach 
one another. This is most apparent in the 
practicum sessions, but it permeates the en- 
tire program. 

Member institutions’ needs. While the 
more obvious goal is to teach community 
mental health to individuals, a parallel aim is 
to provide a continuing educational service to 
member institutions. Pooling efforts and re- 
sources makes possible a program that no 
single institution could carry out alone. 

|Caste-class problems. After much theo- 
retical discussion about the problems of the “ 
middle-class psychiatrist working in a lower- 
class, often black neighborhood, we decided 
to offer several sessions on the nature of black 
history. As noted earlier, the initial attempt 
this past year proved extremely valuable. 

The interdisciplinary problem. Psychol- 
ogists, social workers, and other mental 
health professionals were invited to become 
members of the class that started in 1969. Six 
enrolled and four completed the course—two 
social workers, a psychologist, and a mental 
health center chaplain. The introduction of 
nonpsychiatrists into the program has had the 
effect of forcing each participant to sharpen 
his awareness of the contribution that his 
discipline can make in service to the com- 
munity. Although community mental health 
is an interdisciplinary endeavor, problems 
often arise because of the difficulty profes- 
sionals in different fields have in identifying 
their special contributions. As a consequence, 
the interdisciplinary approach often deterio- 
rates into one large, undifferentiated person- 
nel mass. Concepts of responsibility, salary 
and staff structure, and community credibili- 
ty suffer. In the laboratory of the class we at- 
tempt to hammer out these issues, aided by 
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the fact that the faculty.also represents sev- 
eral disciplines. 

The teaching program has undergone a 
continuing evolutionary change. In. the inten- 
sified examination of the curriculum during 
the past two years, many problems and issues 
were considered, solutions were sought, and 
changes were weighed and adopted. What has 
emerged is a program with the following sig- 

nificant characteristics: 

|. It is a part-time program. The goal has 
been to offer continuing education to those in 
full-time jobs. 

2. It is an integrated program. The staff 
participates in all parts-of the program, as- 
suring continuity of faculty and content. In 
addition, key topics are not isolated in a dis- 
crete course but are discussed in the seminars 
from time to time during the two years, de- 
pending upon program relevance and student 
needs. . . 

3. It provides a service to both students and 
member institutions. The practicum is ex- 
pected to. result in a contribution to the stu- 
dent’s home institution’s service to the 
community. 

4. It is balanced between theory and prac- 
tice. Assignments are made to stress the ap- 
plicability of theory to practice and vice 
versa. 

5. It teaches administration in two distinct 
ways. Study by the casework method and 
participation in a group relations conference 
provide complementary approaches to ad- 
ministration. 

6. It approaches inner-city problems. The 
course on the nature of black history relates 
course material to the students’ professional 
experiences. 

7, It is interdisciplinary: Because com- 
munity mental health is a team endeavor, the 
program is offered to all professional mental 
health workers in an effort to foster team- 
work and to clarify the role of each team 
member. 

8. It provides opportunities for continuing 
participation by graduates. After completing 
the teaching program, graduates are en- 
couraged to participate in the monthly forum 
meetings and the workshops. 


The Community Psychiatry Forum 


The monthly luncheon meetings of the 
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Community Psychiatry Forum have become 
popular and valuable get-togethers for 
community psychiatry educators, adminis- 
trators, and clinicians. Participants include 
representatives of the consortium members, 
the AFPCP' faculty and staff, and varyizg 
numbers of invited guests. There are usua-!y 
30 or more persons in attendance. 

The focus of these discussions is on prz- 
sentations by members and guests of issues or 
programs in community psychiatry. For sev- 
eral years each meeting was devcted to a dif- 
ferent subject, selected because of its time- 
liness or general interest. For example, wien 
the Poor Peoples Campaign of 1968 brought 
several thousand people into Washington for 
a period of weeks, a forum meeting was de- 
voted to a discussion of psychiatric Services 
provided to those living in the camp-city. 

Recently we have set a theme for each year 
and explored it more exhaustively from sev- 
eral viewpoints. In 1969-1970. ror example, 
the theme was Violence, and discussions were 
held on such topics as A Study of Viclence, Is 
the City Dying? The Role cf Drugs, and 
Theories and Strategies for tae Contro. of 
Violence. 

Last year’s theme was Social Unrest. Eight 
meetings were devoted to it, including the 
topics Student Unrest, Youtn Behavior, 
Value System of White Working-Class- 
Youths, and Student Values from a Bleck 
Perspective. 

This vear we are studying the relationship 

of an academic medical center to an inner- 
city community by means of a jointly spen- 
sored drug abuse program. It is an attempt to 
explore, the political, institutional, and com- 
munity issues involved in delivering services, 
with emphasis on problems and their szlu- 
tions. 
It is apparent that topics discussed at 
forum meetings are applicable to many real- 
life situations in the community. This offers 
all participants the opportunity to talk to 
others with similar interests abcut tne impli- 
cations of these issues for training mental 
health personnel and for provicing services. 


To provide an additional feram for mem- 
ber institutions and other mental health 
agencies in the metropolitan area, we have 
developed a series of all-day workshops on 
community mental health themes. The par- 
ticipants are chosen to represent a wide di- 
versity of professional and ncnprofessional 
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mental health workers, many of whom would 
not ordinarily attend the forum or enroll in 
the teaching program. By reaching them 
through the workshops we hope to increase 
our effectiveness in providing continuing 
education to many persons responsible for 
training in mental health or the delivery of 
Services. 

Some of the topics that have been taken up 
in workshods are: Community Psychiatry in 
Residency Training, New Careerists in 
Mental Health, Mental Health Nursing, 
and Admiristration in Community Mental 
Health Cen-ers. 

Beginning in 1971 the staff of the AFPCP 
has arranged monthly meetings with the Di- 
rector of the District of Columbia Mental 
Health Administration and the directors of 
the four community mental health centers in 
the city. These meetings concentrate on work- 
related isstes in the centers, striving for 
clarification of the issues, definition of prob- 
lems, and exploration of solutions. The role 
of the AFPCP staff is essentially that of con- 
sultant. 

Each session centers around an informal 
statement by one center director of problems 
he is likely to have in common with the oth- 
ers. The benefits of such a discussion in a set- 
ting free of the necessity for making admin- 
istrative decisions are apparent. 

The staff has- also offered consultative 
services to other groups in less formalized 
arrangemen:s over the years. 


Conclusions 


We have described the Associated Facul- 
ties Program by outlining its component 
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parts, particularly its major educational ef- 
fort, the teaċhing program. To leave it at 
that, however, would omit an important el- 
ement of the program, for the whole is con- 
siderably greater than the sum of its parts. 

The program’s existence has promoted in- 
terinstitutional cooperative efforts that oth- 
erwise would not have been possible. It has 
opened up channels of communication that 


.are badly needed—but often do not exist— 


among educational and service institutions in 
a large metropolitan area. It has provided a 
forum where anyone and everyone interested 
in community psychiatry can meet and talk 
about problems and programs of common 
interest: It would be no exaggeration to say 
that this consortium has created a profes- 
sional “community” of the many groups and 
Organizations involved in community psy- 
chiatric teaching, research, and practice. 

Member institutions have both contributed 
to and benefited from the program. They 
have provided leadership in promoting 
community mental health concepts in their 
own training programs and in the community 
at large. The teaching program’s graduates 
are applying their skills in many programs of 
training and service in area institutions. 

Finally, as an educational experiment, the 
AFPCP has demonstrated that a part-time 
faculty and staff can conduct a valuable part- 
time teachings program in community psy- 
chiatry. Although no one in the program has 
his primary professional identification with 
the consortium, this has not prevented each 
participant from contributing his expertise to 
its effective functioning. The result has been a 
truly collaborative effort in continuing edu- 
cation. 
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This Month’s Special Section . 


Group Therapy 





Peer Confrontation Groups: 


What, Why, and Whether 


BY WILLIAM W. VAN STONE, M.D., AND ROBERT GILBERT, M.5.W. 


The authors describe a program using the 
principles and methods of peer confrontation 
groups—treatment settings for addicts, al- 
coholics, ex-convicts, etc., in which nontradi- 
tional control by the participants is used to 
try to bring about radical changes in the val- 
ues and life-style of the members. Their pro- 
.gram appears to counteract and contain the 
severe authority conflicts, dependency, 
underlying hostility, and profound narcissism 
associated with certain patients who have 
character disorders. A preliminary follow-up 
indicated that about half of those who en- 
tered the program had benefited significantly. 


ENTAL HEALTH PROFESSIONALS have 

been- frustrated and discouraged in their 
attempts to treat patients who are addicted to 
alcohol or drugs, or who exhibit similar forms 
of self-destructive or sociopathic behavior(1). 
Lay groups have attempted to fill the gap 
with self-help organizations such as Alco- 
holics Anonymous, Synanon, and Seventh 
Step (2), with varying yet promising success. 
There have been recent attempts to develop 
new approaches to these problems that com- 
bine the assets of established mental health 
professionals with the empathy and practical 
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those who have “been 
there” (3, 4). | 

For three years the Palo Alto Veterans 
Administration Hospital has spcensored a 
peer confrontation group program stimulated 
by Synanon (5), a “character disorder ward” 
(Project 49) at Oak Knoll Naval Hospital (6), 
and the drug and alcohol add:ction units at 
Mendocino State Hospital in Cali- 
fornia (7, 8). This paper will describe cha-ac- 
teristics of the program and some results to 
date, attempt to enumerate wzys in which it 
and similar programs differ from traditional 
approaches, and explore these differences to 
see how they may throw new light on the 
challenging problem of motivazing and treat- 
ing these difficult patients. 


Program Description 


Our program is housed in an open psy- 
chiatric ward with an average of about 40 in- 
patients who are seeking help with zlco- 
holism, drug dependence, gambling, sexual 
deviation, repeated conflicts with the law, or 
other self-defeating life-styles. All enter the 
program voluntarily but some of them come 
as a partial condition of probétion or pérole. 
Labeling the members with the symptoms 
that brought them in (i.e., alconolic, addict) is 
actively discouraged in order to break that 
pathological association. Until mid-1979, 72 
percent of our patients had primary probiems 
with alcohol, but lately the number of drug 
abusers and addicts has increased. The ages 
ranged from 20 to 60 with the median in the 
early 40s.. 
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The essential parts of the program are 
controlled by the members, many of whom 
`- are suspicious of and particularly sensitive to 
. the subtle derogatory attitudes seen in many 
institutions (9). The program has been staffed 
by a combination of professionals and non- 
professionals (10, 11), some salaried and 
some still an patient status. All participants 
in the program are considered members 
whether they are on the staff or not. At the 
present time there are only three paid staff 
members in the program. ‘Two are counsel- 
ors, one a former nursing aide and the other 
an ex-addict recruited from the program, and 


the third is the director, a charismatic social : 


worker with 19 years of experience in prison 
and parole work and in the treatment of al- 
coholism. Medical and nursing coverage and 
clerical help are provided when needed from 
. other areas of the hospital. 


Treatment Method | 


Motivation of the participants to change, a 
classic problem (12), is encouraged by the 
following combination of structural and 
philosophical characteristics: 

l. An individualized negotiated treatment 
contract between each potential member and 
his peers. An applicant must have stopped 
taking all drugs, alcohol, or tranquilizers for a 
sufficient period to have a “clear head” be- 
fore he will be seen by an intake group com- 
posed of program members. The intake proc- 
ess is an intensive interview of the candidate 
by his peers, who at ‘one and the same time 
test his motivation by stripping him of his 


-characteristic denials and rationalizations: 


and encourage his motivation by what they 
can uniquely offer him—a chance to change 
“his ways as they have demonstrably done. 
Some applicants must return more than once 
before they are admitted, and approximately 
one-half are rejected as unwilling to commit 
- themselves to attempt what amounts to a rad- 
ical change in their life-style. The contract 1s 
very individual but generally includes the ob- 
ligation to have all relationships in and out of 
“the program scrutinized by the group and the 
‘right to question anyone or anything at any 
time. ex 
_2..A 24-hour-a-day live-in setting, away 
from the. previous social milieu of the partic- 
ipants. Involvement of at least six months is 
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FIGURE 1 


Comparison of Ward Atmosphere Scale Profiles for 
Patients and Staff 
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‘recommended,’ but the goal is to return the 
member to the community as early as pos- 
sible. During the first few weeks, members 
are stringently controlled regarding contacts 
outside the ward. Families, however, are in- 
cluded in the treatment process whenever 
possible. 

3. A drug-and-medication-free environ- 
ment strongly oriented toward personal 
growth and learning. The emphasis is on 
“people instead of pills.’ Emotional open- 
ness, honesty, and a sense of humor are en- 
couraged, as well as the development of a 
‘capacity for close relationships. Patients, 
staff, and the many visitors who have become 
‘involved in our program have enthusiastically 
described a feeling of belonging to a very 
special, close-knit “family.” The members 
are clearly concerned about each other, yet 
are uncompromising in their demands for 
conformity to the new group ethic. 

4. A highly. authoritarian member- 
controlled social structure’ is constantly 
evolving from within the membership, with 
graduated responsibilities, status, and jobs 
designated for each member: Paid staff 
members are part of the fabric of this orga- 
nization and have neither more nor fewer 
privileges than other members. 

This real control by. participants and 
avoidance of a staff-patient dichotomy is an 
essential ingredient of the program. A Ward 
Atmosphere Scale developed by Moos and 
Houts (13), given to more than 300 psychiat-. 
ric hospital wards in this country and abroad, . 


' Compare the studies of Rosenthal (3) and Yablon- 
sky (5), who report a much longer period required for 
drug addicts. 


Amer. J. Psychiat. 129:5, November 1972 


WILLIAM W. VAN STONE AND ROBERT GILBERT 


revealed findings for this program that con- 
trasted markedly from those of other wards 
tested (see figure 1). No significant differ- 
ences between staff and patients regarding 
their perception of important aspects of the 
program were seen; in addition, members 
on this ward scored three standard devia- 
tions (+3 S.D.) above the norm on such 
characteristics as spontaneity, affiliation, 
insight, involvement, sanction to express 
aggressive thoughts, and autonomy. ` 

5. Within this special kind of “therapeutic 
community” setting there are group con- 
frontation sessions,’ a kind of group therapy 
in which each member in turn is presented 
with candid, personal facts regarding every 
observable behavior or attitude recognized by 
the group as being self-defeating or dishonest. 
If the member under scrutiny attempts to 
explain away or deny any observation, he is 
ridiculed, browbeaten, shouted down, and 
insulted as his fellow members “hammer 
away at the distorted ideas that he offers in 
support of his damaging behavior pat- 
terns” (16). Intellectual insight or genetic 
self-interpretations are derided as an.escape 
from responsibility for current behavior. 
Honesty, trust in the group, realistic self- 
assessment, appropriate emotional release, 
and changed behavior, in particular, are re- 
warded by sympathetic counsel and en- 
couragement from fellow members. 

In contrast to the situation in traditional 
group therapies, the development of classical 
transference between “patient” and “‘thera- 
pist” is studiously discouraged by rearranging 
the composition of group membership at each 
meeting, rotating more experienced leaders, 
and by ensuring that each leader takes his 
turn as “patient”? (is confronted) at every 
group session. Senior members emphasize 
positive role-modeling (the “real relation- 
ship”) (17) rather than taking a nondirective 
approach. Systematic reassignment of 
members to different groups also protects the 
program against special cliques and against 
untherapeutic alliances between two or more 
members. Wilson described the sessions thus: 


? Like the smali “s” synanon (5), “the game” (14), 
“attack (confrontation) therapy” (10), or Rosenthal 
and Biase’s “encounter” (3), this form of intervention 
differs in each setting and is inextricably related to the 
particular social milieu. Note also that Rosenthal and 
Biase’s “encounter” differs markedly from “encounter 
groups” as described by Burton (15). 
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_ When a patient ... has abreacted enough sup- 
pressed rage and clasped hands with the othe-s, he 
has reached a level where he has a powerful impact 
on newer members. For he is one of them—< so of 
the psychologically impoverished culture. He z200 is 
a “nut and a loser’ with one exception, hz has 
unmistakably a growing ego, he looks anc acts 
more healthy. At this point he finds that h> can 
meaningfully “give back” to others. For k> can 
now not only see personality flaws in others, he 
can also help his brothers out of behaviorel pa- 
thology (14). 


Evaluation of the Program. 


After three years the program itsdf is 
healthy—still constantly changing, adarting, 
and growing, while at the same time rete ning 
its basic characteristics. Rather than a dis- 
rupting influence on the hospitel, it has b2en a 
constant source of stimulation and has 
created favorable national attention. Yst the 
goal of such a program and tae justification 
for continuing it should -not be. mere:y its 
survival but returning its members to scciety 
better able to cope than before they entezed. 

We have been unable to Gesign an appro- 
priate randomly constituted control group, 
and the nearest comparable population re- 
ported in the literature primarily describes 
alcoholics (18). For descriptive purposes, 
therefore, we developed a partially objective 
rating system based on the ex-patient’s ability 
to hold a job, to find a satisfactory livirg ar- 


rangement, and to avoid the symptc matic 


behavior that first brought him to us. Ratings 
were given on discharge and were updated 
unsystematically from information gained 
during drop-in visits, reports from frends, 
correspondence, VA records, and telephone 
calls, and from a detailed questionnaire 
mailed out annually. We plen to follow as 
many graduates as possible jor up tc three 
years and will describe our results in a subse- 
quent paper, but we can report cur prelimi- 
nary findings here. 


Results 


During the first 27 months, 263 men en- 
tered the program. In September 1970, when 
the program was most recent.y evaluatzd, 40 
of these men were still inpatients and were 
excluded from follow-up evaluation. Of the 
223 who have left, 106 (48 perzent) were rated 
“considerably to greatly imoroved,” ard 117 
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TABLE 1 
Rating of Improvement According to Length of Time in Program 


LESS THAN 14-30 31-680 61-90 


CATEGORY - TWOWEEKS DAYS DAYS DAYS 
Total attendance 49 24 32 44 
Ratings 
Greatly improved 0 1 3 13 
Considerably improved 2 5 10 17 
Limited improvement 10 11 17 12 
No significant change 37 7 2 2 


(52 percent) were rated as showing “limited 
or no improvement.” The length of stay 
ranged up to 14 months. The 49 men who 
stayed in the program less than two weeks 
generally did poorly. The median stay of the 
others was 75 days. Although there was 
clearly a positive correlation between length 
of stay and positive ratings (see table 1), there 
was also considerable overlap, which suggests 
that individual factors, both psychological 
and circumstantial, were more important 
than the number of days in the program per 
se. 


Discussion 


It is worthwhile. to emphasize that the 
characteristics of this program and its prede- 
cessors have evolved -gradually out-‘of the 
cumulated experience of and feedback from 
its members., Ideally, what works is retained, 
what does not work is discarded. It may be, 
thus, that- these programs’ unique features 
may counteract just those problems which 
have proven so frustrating to professionals 
using traditional techniques. For instance, we 
can consider such: familiar issues as the 
authority struggle, strong dependency needs, 
deep-seated hostility, and the pervasive 
narcissism that characterizes many of these 
patients who are so difficult to motivate for 
treatment using traditional methods (12) and 
explore how they are handled differently in 
our nontraditional setting.? 

l. The authority conflict (that of seeking 
out, yet resenting, a parental kind of inter- 
vention) commonly seen in addictive and an- 
tisocial personalities is neatly bypassed in this 
program by isolating the member from those 
authority figures he has managed to surround 
himself with in the community, by insisting 


? Boorstein (19) ñas presented a thorough discussion of 
the problem from a psychoanalytic frame of reference. 
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that he take responsibility for designing and 
enforcing his own contract with the member- 
ship, and by replacing traditional hospital 
authorities with cultural peers whose qualifi- 
cations for leadership may be challenged at 
any time. 

2. Excessive dependency (defined as an ex- 
cessive need to be cared for) is partially grat- 
ified by the provision -of an institutional set- 
ting where basic needs are provided,. by an 
emphasis on belonging to a strong and pow- 
erful group, and by the use of supportive non- 
verbal ` techniques (16) employing physical 
contact, such as hand-holding, hugging, ‘mas- 
sage, and group “‘lifts’” in which a member is 
held off the floor by his fellows as they en- 
courage him to “trust” and “relax.” These 
contacts provide a surprising amount of sup- 
port and are well accepted by group members 
in spite of the usual taboos in our society 
against such contacts between (male) adults. 
On the other hand, strong sanctions against 
passive-dependent. behavior, along with an 
emphasis on growth, responsibility, and self- 
direction, are gradually brought to bear as 
individuals are assigned progressively more 
responsibility, based on proven achievement 
in the program. 

3. The patients’ persistent hostility, often 
masked or denied, is frequently accompanied 
by. depression or built-in self-punishment. 
This hostility can be exposed and redirected 
usefully in the group sessions, where verbal 
anger, directly and accurately focused, is a 
prime skill to be learned. In addition, the 
warmth and concern demonstrated by the 
group leaders can directly counteract feelings 
of loneliness, rejection, and alienation that 
characterize many of the members. 

4. The narcissism, or extreme self- 
centeredness, seen in many of these people is 
relatively ego syntonic and presents a 
formidable resistance to traditional psy- 
chotherapy. Here reality distortion, min- 
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imized in the perceptual sphere, is profound 


in the areas of self-appraisal and relations . 


with other persons. It is specifically these as- 
pects of the personality to which-the group 
confrontation sessions address themselves. 
Denials, rationalizations, and distorted values 
and relationships are vigorously attacked in 
the group session by peers who are only too 
familiar with these patterns. 


Critique 


There are three characteristics of our pro- 
gram that have created special problems with 
respect to gaining professional support: 

Religious overtones. The program has been 
criticized as being more a religion or cult than 
treatment. In the broadest sense this is prob- 
ably true, as shown by the leaders’ some- 
what dogmatic insistence on the power of 
faith (trust), hope, and love, and a tendency to 
view their method as the one “true” path to 
maturity, even when compared with similar 
programs. In addition, the total life com- 
mitment to’ the program demanded by the 
members clearly poses a barrier to scientific 
description, didactic teaching, and recruit- 
ment. These characteristics, however, are 
shared by other psychotherapeutic endeavors. 

Nonprofessional control. There has been 
speculation that the nonprofessional control 
we encourage is dangerous and, in fact, rep- 


resents professional irresponsibility: In this - 


program, within its institutional setting, we 
have seen no evidence to support. this to date. 
In fact, we feel that in order to create the re- 
sponsible social system that has been de- 
scribed, one must allow real control by the 
program members. This includes, however, 
their responsibility to make the program 
survive within the institution and the greater 
community and their responsibility for self- 
policing. In marked contrast to most institu- 
tional programs dealing with alcoholism and 
drug abuse, ours has remained clean of alco- 
hol, drugs, or disturbing behavior for the 
three years it has existed. . 
Confrontation. Some outsiders have ex- 
pressed alarm at the vigorous and frequently 
obscene -direct attack on character defenses 


that is encouraged in confrontation sessions, 


particularly when done by “amateurs” who 
may gain personal satisfaction from the con- 
fronting (20). This alarm is quite under- 


standable. We have found, however, that the . 
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intake screening, the voluntary nature of “Se 
program, the constant monitoring of behav- 
ior, and easy access to skilled professionals 
effectively provide escape routes for those 
who cannot tolerate the intensity of the s- 
sions. We have had no casualties from za- 
tients who did not have a history of a previous 
psychotic breakdown. Among the 15 who id 
have such a history, two became overtly =y- 
chotic again while in the program, four others 
left without signs of any change, six appea ed 
to be improved but are still struggling wich 
their illness, and the remaining three appzar 
to be well adjusted and completely asvmpio- 


_matic. Professionals must not underestimate 


the importance of the constaat, cancerned 
support provided by the entire membership 
before, during, and after the confrontation 
sessions. To have such sessions alone, with- 
out the supports and safeguards of the sozial 
milieu described above, is most likely not 
justified and possibly dangerous. 


Summary and Conclusions 


Peer confrontation groups, as describec in 
this paper, refer to resocialization settings Zor 
addicts, alcoholics, ex-convicts, and oth=rs, 
where nontraditional methods controlled oy 
the participants are used to attemp: rad zal 
changes in the values and life-style of tre 
members. The Palo Alto VA Hospital has 
sponsored such a program since March 1°58. 
The vital characteristics of our program ap- 
pear to be: an individualizec negotieze2 
treatment contract between each potertzal 
member and his peers; a 24-hour-a-day liv2-in . 
setting away from the previous social milieu 
of the participants; a supportive drug- =nd 
medication-free environment oriented toward 
personal growth and learning: a highly au- 
thoritarian, member-controlled social struc- 
ture constantly evolving from within the 
membership; and periodic grcup confroata- 
tion sessions with strict rules, including eger- 
getic verbal confrontation of each mer ber 
regarding self-destructive behevior, admixed 
with the warmth and empathy of a “‘sucer- 
family.” These five characteristics, working 
together, appear specifically to counte-act 
and contain the severe authority -confi cts, 
dependency, underlying hostility, and pro- 
found narcissism associated with certain pa- 
tients classified as having character disorders. 

Preliminary follow-up of aver 200 g-ad- 
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uates of the program; using a broad range of 
partially objective measures, reveals that 
approximately one-half of those who entered 
the program were significantly benefited. The 
lack of an appropriate control group,. or of 
descriptions in the literature of comparable 
groups, makes conclusions premature. How- 
ever, as clinicians we cannot help but feel op- 
timistic regarding a type of program that 
appears to help patients whom most profes- 
sionals avoid. We feel that increased atten- 
tion, study, and support of this and similar 
programs is warranted in order to learn how 
they. may fit into the broader rehabilitation 
picture. More importantly, their methods 
may offer a basis for renewed hope not only 
for those with addictive problems but for 
the urban goor, school dropouts, delinquents, 
and similar “unmotivated? groups where 
traditional professionally designed and con- 
trolled methods have proven Substance’ 
ineffective (21). 
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DISCUSSION 


JEROME STEINER, M.D. (New York, N.Y.)—In 
the part of their paper labeled “‘Discussion” the 
authors point out that authority conflict, excessive 
dependency, persistent hostility, and narcissism 
are the factors that make the treatment of their 
patients by “‘traditional’’ methods so difficult. 
These terms are well defined in that section of the 
paper, but the discussion is not really integrated 
with the rest of their presentation. 

The patient population studied is not composed 
of those with character disorders in general but a 
subgroup—the antisocial character, particularly 
alcoholics and drug addicts. The patients are 
further selected so that the sample includes those 
addicts (primarily alcoholics) who are able to in- 
volve themselves in the group experience and be 
subject to group norms, who have the ego strength 
to maintain their abstinence for a period of time 7 
(unspecified) before entering the program, who al- 
so have the ego strength to tolerate the display of 
hostility in these groups, who are motivated to give 
up their addiction, and who trust authority enough 
to submit to planning that often differs from the 
type of planning that they would ordinarily 
choose. 

In order to participate in such a group, the pa- 
tient must have a readiness for social interaction, a 
knowledge of the forms that are entailed in these 
relationships, and a preexisting model of the fami- 
ly. If one wished to test the premise that some of 
these patients were learning how to participate in a 
family and to adopt familial roles for the first 
time, the study would have to include more non- 
volunteer members and persons who have had a 
lifelong pattern of social isolation in order to cor- 
ect somewhat for this particular selection factor. 


-Were this accomplished, of course, there would be 


great difficulty in testing the hypothesis about re- 
lation to authority. One might speculate that, 
without a preexisting family model, the patient 
might learn to relate to other people, perhaps in a 
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one-to-one relationship, following a. pattern of 
more primitive oral dependency wherein a person, 
the “feeder,” is substituted for the pill. One might 
wonder whether the patient would adopt the pat- 
tern of overindulgence in the person and then at- 
tempt to break this habit when closeness became 
too great, leading to a repeated cycle of overin- 
dulgence and flight. 

The authors state that the development of 
transference was discouraged, but one might 
question whether transference phenomena can be 
discouraged at all. It is true that a group member- 
ship of 15 or so would limit the intensity of fa- 
milial phenomena, since it would permit better 
distancing and hence less arousal of the anxiety 
generated by closeness that is a great problem for 
the type of patient described. On the other hand, it 
could create a problem if the total group member- 
ship was so large that there was a constantly shift- 
ing group membership, as was implied, or if the 
patient was in the similar position of finding him- 
self in a group only some of whose members were 
ever there at one time. Furthermore, the rotation 
of leadership is a fiction based on formal role 
playing. It is doubtful that actual leadership can be 
rotated by “assignment.” There is a large body of 
literature in social psychology that discusses this 
problem. In addition, there is a type of patient 
whose transference may not be tied to a particular 


a9 


person but is rather applied to “any pert in a 
storm.” There is, for example, the relatively nex 
social phenomenon of people who rotate from ore 
encounter group to another as they read abcut 
them in the newspapers. 

If these patients are indeed changing becat:e 
they are receiving a new pattern of gratificaticn 
and understanding through participation in tiz 


$ 


‘family setting, a controlled study should includz 


the results (measured along the same parameters) 
for a group whose members would continue <=- 
gether beyond the particular inpatient treatment | 
doubt that new values and characteralogical tracts 
could be incorporated during this second time =f 
participating in a family. A more plausible =- 
planation for the behavioral change in the mem- 
bers of these groups is: 1) contingent fear of me 
ever-present punishment meted out by the grcap 
leadership, 2) gratification of the dependency neeis 
that give rise to addiction, and 3) continual gx- 
pression of the hostility that had been directed 
elsewhere in society before becoming a member of 
this group. 

There is no doubt that this is an excellent ferm 
of treatment for the type of patient described here 
and that it has a greater chance for success then 
the more “traditional” modes, but I question 
whether the “‘traditional’? modes are used any 
longer. . 


The Psychodynamics of Quitting Smoking in a Group 


BY JOHN S. TAMERIN, M.D. 


The psychodynamics of quitting smoking 
were identified from observations of small 
groups established to study the cessation 
process. Three major issues emerged: 1) the 
expectation of failure, 2) the feared loss of 
control, and 3) the affective significance of 
the loss. Belief in success was a necessary 
precursor to actual success. A feared loss of 
control was common but seldom materialized 
to the degree anticipated. The dynamics of 
grief with associated tearfulness were central 
to the process of quitting. 


E HAS BEEN estimated that over 300,000 
excess deaths occur every year in the 
United States as a result of cigarette smok- 
ing (1). The seriousness of this problem has 
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resulted in a massive public healzh campan 
aimed at communicating the hazards əf 
smoking to the general public (2). As a result, 
90 percent of the adult population now rec- 
ognizes the dangers of smoking (3). Howev- 
er, despite an intellectual awareness of r.sk 
and a desire to quit, millions of smokers are 
unable to stop smoking. The same survey (3) 
found that 22 million adults who are currertly 
smoking cigarettes made at lees: one serious 
but unsuccessful attempt to quit during zhe 
four years between 1966 and 1970. 

In view of the seriousness of smoking as a 


Read at the 125th annual meeting af the Amerxan 
Psychiatric Association, Dallas, Tex., Mey 1~*, 1972. 

Dr. Tamerin is Director of Research, Silver Hill 
Foundation, Valley Rd., New Canaan. Conn. 06840. 
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health problem and the apparently involun- 
tary aspects of- this behavior for many 
smokers (4), it is striking that there has been 
so little psychiatric interest in smoking. Spe- 


cifically, the psychodynamics associated: with - 


smoking and the cessation of smoking-have 
received virtually no attention in the scientific 
literature. The purpose of this study is to 
examine the psychodynamics of quitting 
smoking as they emerge in groups specifically 
established to explore and study the cessation 
process. 


Method 


The study was conducted at the Silver Hill 
Foundation, a private psychiatric hospital, 
with three small groups of smokers from the 
community who volunteered to participate in 
a research program designed to help them 
quit smoking. The groups met five mornings 
a week for two weeks; the meetings lasted for 
an hour ard a half. 

The sukjects (N = 16) were primarily col- 
lege-educated middle-aged women (mean 
age = 45 years), and with one exception were 
housewives. All were heavy smokers 
(mean = 33 cigarettes per day) of many 
years duration (mean greater than 20 years). 
Each subject had made at least one serious 
and unsuccessful attempt to quit on her own. 


None of the subjects reported overt psychi- © 


atric symptomatology before the initiation 
of the stucy. None were in psychiatric treat- 
ment.or contemplated the need for it. 

At the. initial meeting the subjects com- 
pleted an intake questionnaire and the tests in 
the Smoker’s Self-Testing Kit (5). They were 
then instructed to halve their cigarette con- 
sumption on each successive day, stopping 
entirely by the fourth day of the study. The 
meetings were led by a dynamically oriented 
research psychiatrist and focused on issues 
central to the process of giving up smoking. A 
follow-up interview was conducted with each 
subject three months after the program end- 
ed. In addition to the 16 subjects reported 
here, nine other smokers attended one or 
more meetings but did not complete the two- 
week program. 


Results 


Three major findings emerged as central to 
the problem of quitting: 1) the expectation of 
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failure, 2) the feared loss of control, and 3) the 
affective significance of the loss of cigarettes. 


The Expectation of Failure 


The expectation of failure was evident in 
each subject. This feeling was clearly ex- 
pressed by one woman at an initial meeting: 
“I don’t really believe I can stop. I’ve failed 
so many times before.” On the tests in the 
Smoker’s Self-Testing Kit, these subjects 
scored extremely low (mean = 3.7 with a 
scale range of 3 to 12) on the factor measur- . 
ing “‘capability for stopping.” Conversely, the 
subjects scored very high on factors measur- 
ing “psychological addiction to cigarettes” 
(mean = 13) and “use of cigarettes to reduce 
negative affect” (mean =.12.8), on a scale 
with a range of 3 to 15. This constellation of 
scores reflected the, anticipation of extreme 
difficulty in quitting and general feelings of 
inadequacy to achieve the desired goal. The 
expectation of failure was particularly painful 
for these subjects, who clearly recognized and 
accepted the health benefits of quitting. Five 
of the 16 subjects had either emphysema or 
coronary artery disease, and on a factor 
measuring “value of stopping,” the total 
group mean was 10.6 on a scale of 3 to 12. 

Fears of failure led many subjects to con- 
ceal their attendance in the program from 
their families, particularly from their hus- 
bands. Many perceived their husbands as 
being highly critical of their inability to stop 
smoking. In some instances this‘had already 
led to patterns of “‘closet smoking,” with re- 
gressions to adolescent practices of surrepti- 
tious smoking in such places as the 
bathroom, garage,. or. basement. Low self- 
esteem was generally evident. Repeatedly, the 
feeling was expressed by subjects that they 
were missing some quality that others pos- 
sessed: “FI know I should. I want to quit, but I 
just don’t have what it takes.” 


The Feared Loss of Control 


The fear of losing control in areas as di- 
verse as cognition and motor function, affect, 
and overall personality organization was 
frequently expressed. In cognitive and motor 
spheres, these subjects expressed fears of 
being unable to concentrate, organize 
thoughts, remember, drive a car, focus on 
housework, or even write a letter—all of 
which, in the past, had been intimately asso- 
ciated with smoking. 
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The fear of losing control of affect was 
particularly striking. Repeatedly, subjects 
expressed anxiety about the possible emer- 
gence of uncontrolled hostility. It became 
evident that cigarette smoking had been used 
by many as a prosthetic technique—to keep 
the lid on—and the fear of what might hap- 
pen if they were to quit was clearly revealed in 
such remarks as: “People say I’m very pa- 
tient and that I never get angry. It’s because I 
have these tranquilizers in my pocket. They 
keep my anger so suppressed that it doesn’t 
come out at all. I think I’ve used smoking like 
a blasting mat—you know, the thing they put 
over a place where they are dynamiting, 


which keeps the rocks-from flying off in alk. 


directions and hurting people.” A corollary of 
this fear of expressing hostility was the gen- 
eral preference among these subjects to adopt 
a masochistic solution to their anger within 
the family setting. One subject remarked, 
“Getting angry hurts others. When I smoke 
I feel.a release in my whole body from anger 
and tension, and the cigarette won’t hurt 
anyone but me.” 

Much of the concern about losing control 
of their anger focused on the role of these 
women as stabilizers within their suburban 
families—often a role that they accepted with 
more than a little ambivalence. One subject 
remarked, “Our husbands can explode when 
they come home, but we can’t. We are sup- 
posed to absorb the frustrations of everyone 
else in the family and still maintain the image 
of superwife and supermother. I don’t.want to 
scream and yell at the family and hurt-people 
terribly, so I smoke.” Another woman even 
went so far as to say, “I’m afraid the family 
will fall to pieces if I stop smoking and lose 
control.” 

Some subjects anticipated complete psy- 
chic and personal disorganization with the 
cessation of smoking. One subject, waxing 
poetic but obviously refiecting the depth of 
her need, remarked, “Cigarettes are the rud- 
der on my sailboat. They stabilize my life. In 
the toughest day or the darkest night, 
cigarettes are always there.” 

A number of the feared changes did occur 
with cessation of smoking. Subjects reported 
lapses in concentration, a problem remem- 
bering things, occasional difficulty when 
driving, and in some instances, a definitely 
altered threshold to the effects of alcohol, so 
that amnesic episodes (blackouts) were re- 
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ported following ingestion of smal! amounts 
of alcohol. Regarding anger, many subjects 
found themselves not only more irritable and 
more aware of their own rage, but more likely 
to express anger than when they had been 
smoking. One remarked, “I’ve seen a ict 
more rage in myself since [ve given ur 
smoking.” Another said, “I really blew it. 
Last night I threw a hamburger at my hus- 
band.” A third subject remarked, “I felt 
furious last night, completely out of control. 
like I was having a seizure. I’ve never felt this 
out of control in my life.” Even more graphic 
and symbolic was another women’s state- 
ment: “Yesterday I was so angry I felt as :f 
ld bite the neighbor’s mailbox.” 

Despite the fact that some loss of contro: 


-did occur, this generally lasted no more than 


a few days and was never as serious as the 
subjects had feared. Furthermore, it was al- 
ways reassuring when the brief storm blew 
over. One -woman remarked, “Pin relaxed 
today and really encouraged that I didn’t ex- 
plode or go crazy or any of those taings I ex- 
pected.” i 


The Affective Significance of the 
Loss of Cigarettes 


A transient period of grief with consider- 
able tearfulness appeared as an almost rouv- 
tine clinical accompaniment of the cessg- 
tion process. One subject said, “I usually 
love to cook, but I haven’t cookec all week. 
I have almost no control of my tears. Pm 
crying all the tiñe.” Another subject re- 
marked, “I expected that I would feel ex- 
hilarated’ at stopping but I’m not. I’m de- 
pressed. I feel sad and I’m sleeping a lot.” 
The depression was so pervasive in each 
group that, on the day the subjects were to 
stop smoking, they all looked as if they were 
attending a funeral. 

The dynamics of grief and loss appeered to 
be central to the entire cessation process. 
When these subjects finally conzemplated a 
future without cigarettes, the extent of their 
emotional involvement became evident. Ore 
remarked, “Smoking has been a close part of 
my life for over 30 years. I smoked before I 
met my husband. It’s a dear friend.” Another 
said, “I think my cigarettes are more like a 
lover than a friend. I see this as a terrible, 
personal loss.” The permanence of the loss 
was particularly difficult to bear—one subject 
expressed the feeling of the group when she 
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said, “The reason I’m so sad is that I know 
this time it’s forever.” 

Subjects also became increasingly aware of 
how they had used cigarettes in the past as a 
compan:on and defense against experiences 
of loneliness or rejection. One subject re- 
marked, “I don’t see the cigarette as evil. It 
personifies all the things I need. When some- 
one turrs his back on me, we are together. 
It takes the sting out of a rebuff. I don’t 
want it 10 disappear.” Another said, “I was 
alone waiting for my daughter. I lit a ciga- 
rette, and I felt I wasn’t alone anymore.” 


Discussion 


Can one generalize about a large group of 
cigarette smokers from findings with a sam- 
ple that -s relatively small (N= 16) and obvi- 
ously skewed from the point of demographic 
and socioeconomic variables (i.e., upper- 
middle-c_ass, well-educated suburban house- 
wives)? A recent study on a larger and more 
diverse sample of smokers from another ces- 
sation program in Philadelphia (6) revealed a 
strikingly similar profile on the Smoker’s 
Self-Testing Kit. As in this study, there was a 
high score on the factor measuring “‘value of 
stopping,’ clearly suggesting that the educa-. 
tional aspect of the antismoking campaign 
had been successful. Moreover, a similar 
pattern of high scores on “psychological ad- 
diction™ and on “use of cigarettes to reduce 
negative affect” in combination with an ex- 
tremély low score on “capability for stop- 
ping” indicates that there are now a growing 
number of smokers who need psychological 
rather then educational assistance. 

In treating cigarette smokers, the first 
‘problem that must be dealt with is their 
overwhelming expectation of failure. 
Schwartz and Dubitzky (7) found that feel- 
ings of low self-esteem correlated with an 
inability to stop smoking. A national survey 
of smokes (8) revealed that the anticipation 
of failure was associated with a subsequent 
lack of success in quitting. The initial goal of 
treatment, therefore, must be to help smokers 
gain the belief that they are capable of suc- 
ceeding ir: this area. In this study, it was re- 
peatedly observed that belief in success was a 
necessary precursor to actual success. 

The first step in this process, particularly in 
a group sztting, is to help smokers who feel 
guilty abcut not being able to quit recognize 
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that they are not unique and that there are 
others just as addicted, just as frustrated, and 
just as unsure about their capability for 
stopping. Second, the mechanism of identifi- 
cation with others going through the same 
cessation process is essential to recognizing 
that the process is not as overwhelming as the 
individual smoker may have anticipated, and 
that “if they can do it, can do it, too.” 

The relevance of peer identification to be- 
lief in one’s own capability for quitting has 
important implications for mass media ap- 
proaches. Since continued smoking may in 
many instances be related to fears of failure, 
messages to influence this behavior are more 
likely to be successful if they come from 
“average” smokers who were able to quit in 
spite of extreme anxiety and fears of failure. 
The present tendency to use movie stars or 
white-coated physicians as models for identi- 
fication does nothing more than to annoy and 
frustrate the helpless and self-depreciating 
smoker, without in any way enabling him to 
feel that “if they can do it, I can do it, too.” 

The groups in this study were so successful 
in providing support, empathy, encourage- 
ment, and the opportunity for shared identi- 
fications that by the end of the two-week 
period, the sample as a whole had reduced 
their average daily consumption of cigarettes 
from 33 to 1.5 per day, and 11 of the 16 sub- 
jects had stopped smoking entirely. With the 
termination of the groups considerable back- 
sliding occurred, however, so that by the 
three-month follow-up the average daily 
cigarette consumption was up to 14 a day. 
Although: five subjects (31 percent) were still 


not smoking, an equal percentage had re- . 


turned to their previous level of cigarette use. 
The problem of recidivism following group 
termination would suggest that, just as in the 
area of alcoholism, long-term support is in- 
dicated, and that a voluntary, nonprofit or- 
ganization modeled in some ways on Alco- 
holics Anonymous might be useful. 

The central role of cigarettes in the defen- 
sive structure of the chronic smoker explains 
the intense fear of loss of control when this 
act is abruptly terminated. The smoking ces- 
sation group can be particularly helpful in 
this regard by reducing anxiety, through 
shared fantasies of loss of control. In addi- 
tion, the group enables the individual to relax 
his or her own rigid controls and permits not 
only greater affective expression but even lets 
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temporary loss of control occur. 

The significance of smoking as a means of 
controlling affect and regulating psychic 
equilibrium has implications not only for 
smoking cessation groups, but also in the 
psychotherapy or psychoanalysis of any pa- 
tient who smokes. In view of the ubiquity of 
cigarette smoking, the importance of this ac- 
tivity in the life of the smoker, and its com- 
pulsive, risk-taking, and addictive aspects (4), 
it is striking that psychiatrists have paid so 
little attention to this act. What amounts to 
almost a selective inattention may be related 
to the unusually high prevalence of cigarette 
smoking among psychiatrists (9), or possibly 
to Freud’s own addiction to tobacco (10). 
More likely, it is related to the fact that, un- 
til recently, cigarette smoking has not been 
perceived as unhealthy to society or ego alien 
to the individual. Whatever the cause, the 
tendency to regard cigarette smoking as a 
relatively unimportant behavior or habit, 
hardly worthy of the same serious attention 
and analysis as a neurotic symptom, a sex- 
ual perversion, or a compulsive act, deprives 
the smoker and his therapist of a unique op- 
portunity for the reexamination and work- 
ing through of unresolved adolescent con- 
flicts. EE 

For many heavy smokers, smoking was 
instituted in adolescence as a developmental 
defense against stress; as a means of coping 
with drives and affects, particularly in con- 
flictual social situations (11); or as an attempt 
to deal with anxiety arising out of identity 
conflicts (12). Cigarette smoking may also be 
initiated during adolescence with a feeling of 
defiance for authority (13).. Cessation of 
smoking may be helpful in opening up these 
areas for therapeutic scrutiny. In working 
with a neurotic individual who has relatively 
strong and flexible defenses, this may provide 
an unusual opportunity to uncover conflicts 
previously obscured and masked ‘by compul- 
sive smoking. On the other hand, in the bor- 
derline patient, it is equally important to rec- 
ognize that precipitous cessation of smoking 
may be a profoundly disorganizing experi- 
ence that may. throw the individual into frank 
psychosis (14). 

Regarding the concept of loss, it was gen- 
erally observed that the recognition, accept- 
. ance, and working through of the loss was 
almost a necessary prerequisite to a success- 
ful outcome in these groups. One woman 
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remarked, “I recognized that th:s was my 
pal, whether at a party-or in a catastrophe. 
Once I realized that, I felt I could zive it up.” 


‘The working through, however, was invaria- 


bly a painful. process. Subjects generally 
agreed that.they-had never before in their 
lives given up anything as meaningful or wiih 
as much pain. The group was particularly 
helpful in providing a setting where individu- 
als could.express their grief and pain withou: 
feeling strange or abnormal. In fact, the ex- 
perience of crying in the group became nor- 
mal and natural in a setting with others going 
through the same process. Furthermore,. the 
unique intimacy of these groups of persons 
with a common goal and facing lass together 
provided genuine concern and support. which 
decreased the intensity of-each subject’s in- 
dividual suffering. 

There is little question that ‘cigarette 
smoking statistically represents a form of ex- 
treme risk-taking behavior (15). It is impor- 
tant to recognize, however, that stetistics may 
be far less meaningful to the chronic smoker 
{even one with emphysema or coronary ér- 
tery disease) than the immediate threaten2d 
loss of “a dear friend” (the cigérette). For 
most of the women in this study, end for mil- 
lions of other smokers; cigarettes represent 
one of the few consistent and stable objects in 
their lives. One subject remarked. “My hus- 


“band travels. My youngest son is now off to 


college, and I’m home alone. A cigarette is 
really one of my best friends. I don’t know 
how I could possibly give it up.” Anyone wio 
works with the chronic cigarette smoker 
should be sensitive to these dynamics and 
must be prepared to deal with the affectiv2 
consequences of loss that may result frem 
quitting. 

In conclusion, certain dynamics that àp- 
pear to be related to the process of quitting 
have emerged from a study of 16 women wio 
were chronic heavy smokers in a group ces- 
sation program. In order to determinz 
whether these dynamics are meaningful and 
relevant to the majority of the estimated 9.5 
million heavy smokers in America (16) (i.e. 
adults who smoke at least 30 cigarettes a 
day), further clinical studies in this area must 
be conducted. 
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DISCUSSION 
Myron F. WEINER, M.D. (Dallas, Tex.)— 


“Everybody knows” it’s hard to quit smoking. Not ` 


many people, before the work of Dr. Tamerin and 
his associates, have tried to probe the psychody- 
namics invo ved and, from that, to form a concep- 
tual model to serve as the basis for a rational 
treatment approach. The aspect of Dr. Tamerin’s 
paper that intrigued me most was the psychologi- 
cal role of the cigarette as an object relationship, 
serving varicus functions, but whose loss is reacted 
to much as the loss of a loved one. 

The differences between reaction to object loss 
in children and in adults are striking. In childhood 
and adolescence, loss of a parent is dealt with by 
denial, blocking of affect related to the parent’s 
death, increased identification with and idealiza- 


[106] 


QUITTING SMOKING IN A GROUP 


tion of the dead parent, and persistent unconscious 
fantasies of an ongoing relationship or reunion 
with the dead parent (1). Adults react in the man- 
ner described by Freud, with gradual and painful 
emotional detachment from the inner representa- 
tion of the person who has died (2). Freud’s notions 
have recently been reconfirmed by Clayton and 
associates (3) in a study of bereavement in adults. 
Depressed mood, sleep disturbance, and crying 
were the symptoms experienced by more than half 
the study group immediately following bereave- 
ment. In a follow-up study within three months, 81 
percent were improved and only four percent were 
worse. Those who had improved dated their im- 
provement to six to ten weeks after the death oc- 
curred. One woman concluded, “I can’t mourn 
forever” (3). 

The quality of the relationship between the ad- 
dicted smoker and his cigarette, as indicated by the 
feeling “I can’t give it up,” expressed by many 
prior to entry into group treatment, coupled with 
the real grief felt during treatment, suggests a 
mixture of childish and adult reactions. The at- 
tempt of the therapist to instill hope of success is 
tantamount to dealing with the regressed, or 
fixated, aspect of the patient by reassurance that it 
can tolerate a significant object loss. On the other 
hand, we know that this aspect of the ego deals 
with object loss by increased identification and 
hope of being reunited with the lost object. It need 
not be demonstrated that smokers who have dif- 
ficulty- “kicking the habit” have suffered object: 
loss in childhood. The point is that they function to 
a degree, in relation to cigarettes, as a child to a 
love object. 

In the report of a psychoanalytic panel on 
addiction, it was suggested that the essence of 
addiction is the substitution of a fantasied object 
relation for a real one. Self-administration of the 
addictive substance was seen as a psychological 
incorporation of the fantasied object that relieves 
the pain of frustration. In adolescent drug-takers 
there was a significant history of parental death. 
The most important therapeutic tools seemed to 
be a continuing relationship with a helping per- 
son who provides supporting ego and superego 
functions and a group treatment situation in- 
volving confrontation and acceptance (4). 

What are the implications of these findings for 
treatment? The mature ego, or adult aspect, of the 
habituated cigarette smoker requires a reasonable 
period of time to mourn the loss of an important 
companion. The fixated or regressed ego, or 
childish part, requires a substitute relationship. 
I agree with Dr. Tamerin that group treatment 
seems a promising approach to the treatment of 
the habituated smoker, not only because of the 
inherent group therapeutic factors of universaliza- 
tion and identification but also because group 
treatment offers the possibility of “real” relations 
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with other group members during and after the 
adult grief process has been worked through, 
which is a more appropriate gratification of the 
childish wish to be reunited with the lost object. 
The study of normal bereavement cited above 
indicated that a three-month period allows adult 
grief to be worked through. After the termination 
of the grief process, time must be allowed for the 
consolidation of new relationships. How much 
time is required for this I do not know, but I do 
know that it is facilitated by the use of alternate 
sessions, which encourage increased interdepen- 
dence among group members rather than upon 
the leader and promote a continuation of relation- 
ships among group members that will provide the 
long-term support that Dr. Tamerin feels is .neces- 
sary. A reasonable alternative to formal therapy 
is, as Dr. Tamerin suggests, an organization of 
lay persons designed to provide mutual ego sup- 
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port in attempting to promote more rewarding, 
less life-endangering object relationships than 
that which obtains between the cigarette addict 
and his cigarette. 
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Group Psychotherapy in the Soviet Union 


BY ISIDORE ZIFERSTEIN, M.D. 


The decisive influence on the theory and 
practice of Soviet collective psychotherapy 
came not from psychiatry but from the field 
of education. Thus a major aspect of it is 
education and reeducation—employing the 
powerful influence of the peer-group collec- 
tive under the therapist's guidance. The major 
emphasis is on emotional support, guidance, 
and reeducation. The author discusses. the 
historical development of collective psy- 
chotherapy and the four major contributors 
to it. 


N TWO RECENT research sojourns in the 
Soviet Union, in 1970 and 1971, I spent 
several months making direct observations of 
Soviet group psychotherapy, familiarizing 
myself with its history, theory, and develop- 
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ment. (The Soviet psychiatrists waose work I 
observed prefer the term “collective psy- 
chotherapy,” to distinguish their work from 
the Western type of treatment in groups.) 

In tracing the origins and development cf 
collective psychotherapy, I found that four 
persons stand out as major contributors: S.S. 
Korsakov (1854-1900), V.M. Bekhterev 
(1857-1927), A.S. Makarenko (1888-1939), 
and V.N. Myasishchev (1893—). 


Distinctive Characteristics of 
Collective Psychotherapy 


Several significant factors lend to collective 
psychotherapy its distinctive characteristics: 
. 1. The decisive influence on the essence of 
collective psychotherapy was exerc:sed not ty 
the three psychoneurologists listed above— 
Korsakov, Bekhterev, and Myasistchev—but 
by the educator, Anton Semyonovitch 
Makarenko; i.e., the basic influence on tke 
theory and practice of collective psy- 
chotherapy, came not from psychiatry, but 
from the field of education. This m2ans that a 
major aspect of collective psychctherapy is 
education and reeducation—employing tke 
powerful influence of the peer-group collec- 
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tive under the guidance of the therapist, who 
is the “teacher of life” (1). Both the group and 
the therapist are the representatives of society 
and the carriers and transmitters of society’s 
values. 

2. Collective psychotherapy developed 
simultaneously and in conjunction with scien- 
tific individual psychotherapy. The origins 
of both scientific individual and collective 
psychotherapy are traced by Soviet psychia- 
trists to Korsakov and Bekhterev, whose life- 
spans coincided with much of Freud’s. In this 
respect the history of collective psychothera- 
py contrasts sharply with that of Western 
group psychotherapy. In the West, Freud and 
his pupils, the founders of dynamic psy- 


chotherapy, did not engage in the practice of ` 


_ group psychotherapy, and for a long time of- 
ficial psychoanalysis stood aloof from group 
‘psychotherapy. 

Perhaps one reason for this difference is the 
fact that Freud spent most of his professional 
life outside the mainstream of medicine and 
psychiatry. He developed his theory and its 
applications in his private office. Korsakov 
and Bekhterev, on the other hand, were al- 
ways in the mainstream of Russian medicine 
and psychoneurology. Both were professors in 
leading medical faculties and directors of 
leading psychiatric institutes and hospitals. 
They were therefore keenly aware of the in- 
teractions of patients in groups and of the 
profound influence that their patients exerted 
on each other in the hospital, in the therapeu- 
tic community. 


Korsakovy’s Contribution: ‘*We Cure 
Each Other” — 


In the second edition of his Kurs Psikhiatrii 
[A Course of Psychiatry] (published post- 
humously in 1901), Korsakov wrote: “... The 
other half [of our therapeutic armamentari- 
um] consists of our patients themselves. The 
patients, when they are in the hospital, are not 
only undergoing treatment, but also promote 
the cause of curing the other patients. Pa- 
tients sometimes observe this and say: ‘We 
cure each other.’ ... And, indeed, many of 
our patierts are the indispensable allies of the 
doctors” (2). 

In this connection, the Russians claim a 
slight priority over Western psychiatry as 
originators of group, or collective, psy- 
chotherapy (although the former tendency of 
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the Russians, during the Stalin era, to claim 
priority in all areas, including the invention of 
the airplane and the radio, is no longer in 
evidence). The Russians. point out that’ the 
second edition of Korsakov’s Kurs Psikhia- 
trii, which preceded by eight years the work 
of L. Marsh, delineated several basic princi- 
ples of collective psychotherapy: the use of 
the collective as a psychotherapeutic influ- 
ence; the role of the doctor as a unifying 
factor; the significance of intragroup rela- 
tionships; the close. connection of collective 
psychotherapy with work therapy and culture 
therapy; the place of collective psychotherapy 
in the system of the therapeutic regimen of 
the hospital; and the unity of collective and 
individual psychotherapeutic (‘‘moral’’) in- 
fluence. 


Bekhterey’s Experimental Collectives 


Bekhterev carried forward and broadened 
both the theory and practice of collective 
psychotherapy. In collaboration with M.V. 
Lange, he attempted to formulate a theoreti- 
cal basis for collective psychotherapy by car- 
rying out a series of laboratory experiments 
with groups of students. In this work 
Bekhterev and Lange demonstrated some of 
the positive influences of the group on its 
members. They found that studying in a 
group increased the area of knowledge of the 
individual members more -effectively than 
studying individually. They also demon- 
strated that the influence of the group soft- 
ened the attitude of individual members 
toward faults and transgressions in their fel- 
lows and enabled members to withstand 
stronger irritants. Experimental work in 
groups also brought to light the diverse rela- 
tionships of each of the members with the 
collective. 

Bekhterev also broadened the application 
of collective psychotherapy by applying it to 
groups of patients in an outpatient setting. 


Homogeneous Collectives 


For a time, group psychotherapy in Russia 
concentrated on groups of individuals with 
common presenting symptoms. Thus in 1904 
I.V. Vyazemskii treated alcoholics in groups 
of five or six patients. In 1909 G.D. 
Netkatchev reported on the collective psy- 


Amer. J. Psychiat. 129:5, November 1972 


ISIDORE ZIFERSTEIN 


chotherapy of groups of stutterers. The 
zroups met daily. To begin with, Netkatchev 
had the patients bring in a written history of 
their lives and their illness. On the basis of 
these life stories, he led a discussion about the 
specific mechanisms of stuttering, its causes, 
the role of the emotions, of anxiety, and so 
forth. He then asked the patients to write out, 
in their individual journals, their opinions 
about these discussions. In subsequent ses- 
sions the stutterers read these opinions aloud 
from their journals. 

Between group sessions the patients con- 
tinued to write down their reactions to the 
sessions as well as their state of mind between 
sessions. At a more advanced stage of treat- 
ment the patients no longer read from their 
journals but carried on free-flowing discus- 
sions, 

To this day, there is in the Soviet Union a 
widespread and effective use of collective 
psychotherapy for the treatment of stutterers. 
During my recent stay in Leningrad, I ob- 
served a session of psychodrama with ado- 
lescent stutterers. The youngsters worked 
eagerly and imaginatively, improvising scenes 
from their family and school life. They dem- 
onstrated gusto and wit in spoofing parents, 
teachers, school principals, and government 
Officials. During these scenes of psychodra- 
matic catharsis, the youngsters did not stut- 
ter. l 

Much work has also been done in group 
psychotherapy with addicted smokers and in 
treating groups of pregnant women in prep- 
aration for painless labor. A later develop- 
ment was the use of group treatment of psy- 
choneurotics with diferent diagnoses and 
presenting symptoms, 1.e., mixed groups. In 
the past six or seven years group psy- 
chotherapy has begun to be used in rehabili- 
tative work with psychotics. 


**True Collective Psychotherapy”’: 
Makarenko 


While tracing the origins and sources of 
collective psychotherapy to the pioneering 
work of Korsakov and Bekhterev at the turn 
of the century, Soviet psychiatrists consider 
that true collective psychotherapy began after 
the Revolution of October 1917 and that a 
basic contribution to this development was 
made by the educator A.S. Makarenko. 
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After the Revolution of 1917 and the civil 
war that followed it, Makarenko was as- 
signed the task of helping to rehabilitate and 
reeducate the bands of homeless and par- 
entless youth (the besprizorniye) who were 
roaming the country, many of them engaging 
in delinquent and criminal activities. 
Makarenko set up a number of co perative 
colonies, where many of these your.g people 
were successfully rehabilitated. In the course 
of this work Makarenko formulated princi- 
ples of child rearing, education, ard rehabili- 
tation that have strongly influenced not only 
Soviet pedagogy, but also psychotherapy, and 
especially collective psychotherapy. 

On the basis of his experiences with the 
collectives of besprizorniye, Makarenkc pos- 
tulated that the character of the child, and 
later of the adult, is formed and developed 
(for better or for worse) in the collective. He 
felt that human character is determined in 
large part by the growing child’s experiences 
in relating to significant people in his envi- 
ronment. Makarenko emphasized the role in 
character formation of the various collectives 
of which the child was a member, including 
the family, peer group, school, and the vari- 
ous Organizations and institutions əf society. 
The family is the earliest such collective in the 
child’s life. But the most decisive iafluence is 
exerted by the peer‘group. (This is a crucial 
point in Soviet theories and practices of child 
rearing, education, and psychotherapy.) 

Makarenko further emphasized that the 
impact of the collective, whether it .s the fam- 
ily, the peer group in school, camp, or fac- 
tory, or the therapeutic group, 1s significant 
because the collective is the carrier and 
transmitter of the values and morality of the 
society. He felt it was important that the child 
learn, through his actual life experiences in 
the collective, that his needs and interests are 
those of the collective, and vice versa. The 
proper social upbringing of the child, as weli 
as the rehabilitation of the emotionally dis- 
turbed person, can best be effected in the col- 
lective (3, 4). 

Makarenko’s ideas strongly influenced 
Soviet psychiatry. A major criter.on of cure 
in Soviet psychiatry is the restoration of the 
patient’s ability to function as a member of a 
collective and to engage in socially productive 
work. The combination of collective therapy 
and work therapy became one of the hall- 
marks of Soviet psychotherapy. 
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Collective Psychotherapy Versus 
Group Psychotherapy 


I had many discussions with my Soviet 
counterparts about the distinction between 
true collective psychotherapy and Western 
group psychotherapy. What I understood 
them to emphasize: was that collective psy- 
chotherapy of a group of patients is directly in 
keeping with the collective spirit of their so- 
ciety. According to the Soviet psychiatrists, 
collective psychotherapy is a continuation of 
the everyday life experience and work ex- 
perience cf the patients; i.e., working collec- 
tively for a common goal. In the case of the 


therapeutic collective, the goal is to help each . 


other get- well. Furthermore, the collective 
spirit achieved and reinforced in the thera- 
peutic collective is naturally carried over into 
the everyday relations of each member of the 
therapeutic collective. 

The Soviet group psychotherapists seemed 
to be saying that in Western individualist so- 
ciety, there was a contradiction between the 
attempt to create a collective spirit in the 
group and the prevailing individualistic, 
alienated spirit in the surrounding culture and 
that this contradiction complicated, thwart- 
ed, and perhaps distorted the course of group 
psychotherapy. In the Soviet Union, on the 
other hand, the collective spirit in the group 
was facilitated by the collective spirit of the 
surrounding culture. 

In a paper, “A Soviet View of Group 
Therapy” (5), Professor N.V. Ivanov, Chief 
of the Department of Psychiatry, S.M. Kirov 
Institute of Medicine, Gorky, U.S.S.R., 
stated this proposition thus: “The principal 
objectives of group psychotherapy abroad— 
the establishment of more harmonious rela- 
tionships among human beings—are achieved 
in our country by our society’s organizations, 
and the fact that man participates in a collec- 
tive during all periods of his life.” 

On the basis of this proposition, Ivanov 
drew the following distinction between 
Western group psychotherapy and Soviet 
collective psychotherapy: 


In place of the retrospective emphasis of group 
psychotherapy abroad, the Soviet psychotherapist 
is concerned with the active mobilization of the 
personality and its compensatory powers on the 
basis of the elaboration of new connections, the 
conditioning of nervous processes, and the objec- 
tive of creating new, powerful dynamic structures 
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- which, insofar as they are the more powerful, are 


capable, in accordance with the law of induction, 
of extinguishing and destroying the pathologically 
dynamic structures that have given rise to the ill- 
ness” (5). 

One of the psychiatrists whose work in col- 
lective psychotherapy I observed described 
his techniques of “active mobilization of the 
personality” and of reeducation in terms that 
closely resemble behavior therapy. He stated: 


The basic idea of reeducation consists in creat- 
ing a real correlation of forces, a dynamic of rela- 
tionships, which makes it advantageous for the 
patient to change; in other words, which would give 
him the incentive to change. 

In this connection, I had success with the fol- 
lowing device, which is analogous to the developing 
of a conditioned reflex: I reinforced the positive 
behavior of the patient by encouragement, praise, 
and certain rewards. On the other hand, behavior 
connected with negative character traits was not 
reinforced, but on the contrary was subjected to 
criticism and censure in the sessions of collective 
psychotherapy. In the collective psychopedagogic 
chats with relatives of the patients, we advised 
them to pursue the same tactics in the family. We 
suggested that every manifestation of activity, of 
concern and attention to the needs of others, of 
participation in work, should be encouraged, even 
exaggeratedly; and that antisocial manifestations 
should be ignored or unanimously censured. Ex- 
perience has shown that in a series of cases, the 
systematic application of this technique (in the 
beginning within the framework of collective psy- 
chotherapy, and later at home in the family) sub- 
stantially corrected many character traits of our 
patients. But the very best results were achieved 
when we combined this technique with conscious 
self-education (6). 


Pathogenetic Collective Psychotherapy 


with Mixed Groups 


The type of collective psychotherapy that I 
observed at the Bekhterev Institute was based 
on the teachings of V.N. Myasishchev, the 
fourth of the major contributors to the 
development of collective psychotherapy. 
Myasishchev, a pupil of Bekhterev, has dur- 
ing his long professional career formulated 
and ‘‘propagandized”’ the basic principles of 
pathogenetic psychotherapy, a form of dy- 
namic psychotherapy that I observed inten- 
sively during a 13-month visit at the 
Bekhterev Institute in Leningrad in 
1963-1964. Myasishchev maintains that an 
uncovering type of dynamic psychotherapy is 
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the treatment of choice for psychoneuroses 
and the main modality in the psychothera- 
pist’s armamentarium. 

However, in contradistinction to psy- 
choanalysis, the therapist in pathogenetic 
psychotherapy assumes an active role in 
guiding the direction of the treatment; in giv- 
ing the patient emotional support, help, and 
guidance in solving his daily problems; and in 
reordering his priorities and his values. As 
Myasishchev puts it, the doctor must be a 
“teacher of life” to the patient (1). Further- 
more, the doctor intervenes actively in the 
patient’s reality situation, helping the patient 
change those circumstances in his life which 
the doctor considers to be causative factors 
in his illness. He may help the patient obtain 
a change of residence, a change of job, and 
even a change in profession. 

As collective psychotherapy began to be 
applied more widely in the treatment of 
mixed groups of psychoneurotic patients, the 
principles of pathogenetic psychotherapy 
found application in this area. 

The philosophy, theory, and practices of 
collective psychotherapy in the Soviet Union 
are related to two basic factors: 

l. The motto “Never be-a bystander.” 
This means that in any interaction, the citizen 
who knows what needs to be dene is expected 
and required to instruct, correct, and guide 
the citizen who has erred. This I observed in 
1963-1964 in individual psychotherapy, 
- where the role of the therapist as a- teacher of 
life was very clear (7). 

2. The collectivist philosophy, which 
teaches that the collective life is the best in- 
culcator of values, attitudes, and principles. 
Therefore, just as in individual psychothera- 
py, the guiding role of the therapist in the pa- 
tient-therapist interaction is a natural carry- 
over into the therapeutic situation of the 
everyday social attitudes and mores. Thus in 
the collective psychotherapy setting the group 
quickly, naturally, and spontaneously as- 
sumes the role of a correcting and healing 
agent. When the personality problem of a 
given patient is being examined all the other 
members of the group, no matter how dis- 
turbed they may be inwardly, are expected to 
rally together to guide the member under 
discussion. _ 

For example, in one group that I observed, 
a married woman announced her intention 
never to have any children. She explained her 


Amer. J. Psychiat. 129:5, November 1972 


579 


decision thus: 1) Several years of experience 
in children’s camps had convinced her that a: 
children are monsters and that one can expect 
no joy out of having them. 2) Life is hard. The 
world is unjust. And she saw no point iz 
bringing children into such a world. 

The group promptly united to persuade this 
patient that her views were erroneous, the: 
children were the future of the nation and cf 
humanity, that we all have a respcnsibility to 
procreate and give our children the best we 
are capable of, and that surely she must be 
mistaken in her evaluation of the children in 


‘the summer camps. 


When asked for my opinion íI was not 
permitted by the group to be a nenparticipari 
observer), I suggested that perhaps the pz- 
tient should be granted the right not to have 
children, that perhaps there are people who 
can have a better life without ch-ldren than 
with them. The group considered this a pre- 
vocative statement and reacted to it by turn- 
ing on me. They accused me of introducing an 
antitherapeutic note, which, instead of help- 
ing the patient overcome her unhealthy 
stereotype, encouraged and reinforced i.. 
They stated that this was particularly repre- 
hensible coming from a psychiatrist, whose 
word is a powerful stimulus because it comes 
from a person with the authority of learning. 

It can be seen, then,. that the basic philc- 
sophical-theoretical orientation end practice! 
applications of collective psychotherapy tha: 
I observed correspond, mutatis mutandis, to 
what I observed in individual psychotherapy 
seven years ago. An effort is mads in both set- 
tings to elucidate the psychopathogenesis cf 
the symptoms and personality: problems 


‘(hence the term pathogenetic psychotherapy). 


But major emphasis is on emotional suppor:, 
guidance, and reeducation. This emphasis is 
particularly strong in collective psy- 
chotherapy because it is felt that the collective 


can exert a powerful positive emotional im- 


pact on the unhealthy emotional stereotypes 
and behavior of its members. 
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Counter-Playing: A Group Therapy Technique 


BY JAMES M. KRAININ, 


The author describes a technique he calls 
“counter-playing,” derived from the role of 
the alter-ego in psychodrama. The therapist, 
as the counter-player, mimics the posture and 
actions of his subject and, after developing 
empathy for the subject (which takes about 
five minutes), speaks “for” the person, ex- 
pressing thoughts the subject has for some 
reason been unable to express. The author 
finds this technique very useful in resolving 
impasses and freeing the therapy or group 
process tc move along. 


I WISH TD REPORT on a technique that I have 
used to good effect in group and family 
therapy and that is, to my knowledge, 
unknown to most psychotherapists. It derives 
from psychodrama (1), but it is applicable to 
any therady situation in. which more than two 
people are present. In the typical psycho- 
drama arrangement, some persons are as- 
signed roles, and other individuals may play 
their alter-egos. The technique, which I have 
labeled “‘counter-playing,” is one that an. al- 
ter-ego would use. The alter-ego, or as I 
would cal. him the counter-player, sits behind 
and slightly to one side of the subject, out of 
the latter’s field of vision. The essence of what 
the counter-player does is to mimic every 
gesture of his subject. (The alter-ego in psy- 
chodrama does not necessarily do this.) The 
counter-player copies hand, body, leg, and 


At the time this paper was written, Dr. Krainin was 
Chief, Department of Psychiatry, United States Air 
Force Regional Hospital, Chanute Air Force Base, Ill. 
He is now in private practice at 952 Beacon St., Newton 
Center, Mass. 02159 and is Psychiatric Consultant to 
the Danielson Pastoral Counseling Service, Boston 
University. 
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head position. The face cannot usually be seen 
from this stance. The counter-player finds he 
experiences the same degree of tension or re- 
laxation that the subject maintains and ex- 
periences several other states that I cannot 
adequately describe. He comes to deepen his 
understanding of and involvement with his 
subject. I admit I do not fully understand 
why. 

I have found this method very powerful. 
It is most useful to me when I counter- 
play someone with whom I have little empa- 
thy. I primarily treat couples; if I find myself 
siding with one, I utilize this method with the 
other as subject. I find that in the space of 
three to five minutes, I strongly feel the pres- 
sures to which the subject is reacting. come 
to feel I understand why he reacts:as he does. 
Moreover, I find that I can then say things for 
him: statements and feelings that, for some 
reason, the subject feels he cannot express in 
the situation. Generally, such statements are 
limited to what is going on in the here and 
now. Often this results in dramatically fur- 
thering the progress of therapy or. of group 
process. | 

The feedback given me has indicated that 
rarely am I merely projecting my own feel- 
ings on the individual but that the thoughts I 
express are generally thoughts that the other 
person has consciously held in his mind, but 
for one reason or another has rationalized 
against expressing. Both the group and the 
subject himself come to understand: him 
better. Moreover, the subject is invariably 
grateful for being helped out of his impasse, 
for the feeling that he is understood, and for 
the feeling of support that this provides. | 

I generally, but not always, say in advance 
what I am about to do. I state that if I speak 
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_ it will be “for” the other person. Sometimes 
the context of the situation makes what I do 
self-explanatory, and I just go ahead. I keep a 
firm policy of saying nothing until I feel that I 
am really “into” the subject; this takes about 
five minutes. I have found that I can success- 
fully teach others to use this technique. 


Example 


I have chosen an example from a seminar 
to illustrate the scope of the method’s use. A 
social worker, a young woman, had conduct- 
ed a family therapy session before a one-way 
screen to a group composed primarily of 
psychiatric residents. After the family’s de- 
parture, the seminar met with the social 
worker. Members of the group seemed to be 
trying hard to help her with some unspec- 
ified problem. No one could quite tell what 
had to be dealt with. As a result, the session 
was stagnant. 

J went over to counter-play the social 
worker. Most of the group soon caught on to 
what I was doing because we had done some 
role-playing at other times. As the social 
worker, I expressed openly my frustration 
‘and need, which she had not been able to do. 
The group began to realize how they had been 
struggling to do the impossible, since the 
therapist could not identify what she needed. 
The group then turned its attention to the 
family in question rather than to the therapist 
directly. The therapy session we had wit- 
nessed was reenacted in role play, and the 
seminar session became productive. As this 
progressed the social worker, with prodding 
from me, began to recognize and talk about 


countertransference feelings that she held- 


toward the father of the family, which inter- 
fered with her vision of the family and, con- 
sequently, with treatment. This process re- 
solved many of the therapist’s previously 
unspecified questions. 
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Discussion 


Birdwhistell (2), Scheflen (3, 4), and others 
have written about the importance of non- 
verbal communication. Body posicioning and 
posture comprise an important and usually 
unconscious method of communicatirg. 
Counter-playing has demonstrated to me not 
only that the body expresses feeling but that 
using the body in a certain way can, con- 
versely, create feelings and bring to mind 
thoughts that are appropriate to those feel- 
ings in the given context. Use of this methcd 
has strengthened my wonder at the inter- 
relationship between mind and body. I en- 
courage those therapists who read this paper 
with skepticism to try the method out. Of 
course, it cannot be used unless there are at 
least three persons in the room, and a con- 
versation of some sort must be started be- 
tween the other two. 

I find that the technique of counter-playing 
gives me: unusual insight into another per- 
son’s position. Although he and I may hzéve 
very different personality makeups, sitting 
with him in a situation and mimicking his 
gestures causes me to feel muci as he does. 
Being an outsider gives me the freedom to 
react differently. This allows penetration af 
resistance and frees the therapy or group 
process to move along. 
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The Effectiveness of Group Psychotherapy 
in a Correctional Institution 


BY CHARLES C. JEW, M.A., T. L. CLANON, M.D., 
AND ARTHUR L. MATTOCKS, PH.D. 


The effect of group psychotherapy on 257 
inmates suffering primarily from personality 
and character disorders in a correctional in- 
stitution is described. Findings based on 
parole outcome indicated that patients who 
had treatment did significantly better than 
controls at one-year follow-up, but the posi- 


tive effects had disappeared after four years. . 
This suggests the need for crisis intervention. 


with parolees who successfully complete their 
first year on parole.and the development of a 
program providing continuity of professional 
service between the institution and the com- 
munity to sustain the gains made within the 
institution. 


i lees CALIFORNIA Medical Facility is a 
psychiatric institution of the California 
Department of Corrections whose primary 
purpose is “the receiving, segregation, con- 
finement, treatment, and care of males under 
the custody of the Department of Corrections 
who are either 1) mentally ill, 2) mentally de- 
fective, 3) evileptics, 4) addicted to the use of 
narcotics, 5} otherwise physically or mentally 
abnormal, including but not limited to psy- 
chotic and sex offenders, or 6) suffering from 
any chronic disease or condition” (1). 

Among the programs established for the 
treatment of these individuals is a group psy- 
chotherapv program that, since its inception 
- in 1950 (2), has been providing corrective 
therapy to those suffering primarily from 
personality and character disorders and 
deemed in need of and suitable for treatment. 


The authors are all with the California Medical Fa- 
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Research Analyst, Dr. Clanon is Assistant Superinten- 
dent, and Dr. Mattocks is Senior Clinical Psychologist. 
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The goal of the program is to prepare the of- 
fender to be more adaptive to the society he 
will subsequently reenter. But until recently, 
how well this goal has been achieved has not 
been systematically determined; whether psy- 
chotherapy produced a positive, negative, or 
negligible effect upon the offender has not 
been known. , 

Previous studies focusing on the use of 
psychotherapy in a correctional setting have 
been encouråging. Carney and Bottome (3) 
reported positive results, especially for pa- 
tients not previously imprisoned. Jesness (4) 
reported positive but diminishing effects upon 
delinquents as the period of parole exposure 
increased. Harrison and Mueller, in a clue- 
hunting study of group counseling (5), found 
a significantly lower rate of prison return with 
the use of stable counseling (participation 
with one leader for. one year or more). 


The Problem 


The present study is an attempt to deter- 
mine the efficacy of the group psychotherapy 
program at a prison psychiatric treatment 
facility.’ Specifically, the basic objective is to 
determine whether institutional group psy- 
chotherapy is useful in reducing the rate of 
recidivism; results are compared with those 
from a control group receiving no special 
treatment. The extent and duration of im- 
pact, if any, are also being evaluated to de- 
termine their relationship to parole outcome. 


The Therapy Program 


The therapy groups usually consist of eight 
to ten patients meeting once or twice a week. 


' This study was conducted at the California Medical 


Facility under the auspices of the California Department 
of Corrections. 
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The average number of hours of therapy per 
patient is approximately eight per month. 
Sessions are conducted by staff members 
trained in various social science disciplines 
such as psychiatry, sociology, psychology, 
social work, and criminology. 

The program during the study period 
leaned toward a psychoanalytic orientation. 
The basic concept was toward reorienting or 
changing the patient’s personal adjustment 
patterns through insight and uncovering 
processes. Reduction of anxiety levels and as- 
sisting the patient toward more constructive 
use of his assets while he was in the institution 
were also part of the program. Psychotherapy. 
sessions could vary from highly directive to 
nondirective approaches, depending on the 
personal background and training of the 
therapist. The focus of discussion was gener- 
ally on anxiety, feelings, and the translation 
of aggressive, antisocial behavior patterns to 
more socially adaptable or acceptable ones. 

The program was carried on more or less 
independently of the other parts of the 
prisoner’s program. That is to say, there was 
no effort to manipulate the total prison envi- 
ronment for therapeutic purposes, nor were 
the therapists actively involved in the day-to- 
day program decisions about the patients 
they treated. There was, however, an overall 
atmosphere in the institution that was fa- 
vorable to psychiatric treatment and reha- 
bilitation. ; 


Method 


The patient sample was selected from the 


therapy groups of six therapists between 1958 
and 1962. These six included two psychia- 
trists, two psychologists, and two correctional 
counselors. The study population was re- 
stricted to those treated by the six therapists 
in order to permit later investigation of the 
relative effectiveness: of different kinds of 
therapy. Each patient chosen had at least one 
continuous year of therapy with the same 
therapist. The choice of the one-year period 
was based on Harrison and Mueller’s find- 
ing (5) that the effect of counseling on re- 
_cidivism could be ascertained only when 
counseled patients had been in a group led by 
the same counselor for at least one year. 
(Many patients in the present study far ex- 
ceeded this requirement.) 

The final size of the sample came to 257. 
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The patients were in therapy an cverage o7 18 
months and had been in prison an average of 
40 months at the time of release. Forty per- 
cent had prior prison experience; an addi- 
tional 30 percent had a juvenile record. Most 
patients did not have a history of narcotic in- 
volvement. The majority were white and most 
were about 30 years of age at the time of 
treatment. 

The patients, all of whom were serving :n- 
determinate sentences, had been judged by 
the staff of the Department of Corrections at 
various points of their sentences as requiring 
treatment. They were referrec zither by the 
Reception-Guidance Center’s counselors or 
by the staff at a California Department of 
Corrections (CDC) institution; they repre- 
sented a more disturbed population zan 
other CDC inmates, who were trought not to 


require treatment. 


It should be emphasized that these patients 
were more psychiatrically disturbed than the 
average CDC felon in that they were chosen 
through a rigorous selection and screening 
process. Typically a therapy candidate goes 
through an evaluation by a səciologist, an 
examination by a staff psychologist, anc an 
interview by a psychiatrist when this is 
deemed necessary for concurrence. A final 
recommendation is made at a meeting of the 
staff. Although not acutely psychotic, =-ese 
patients are generally assessed as showing 
significant emotional problems and a per- 
sonality disorder that appears to be related to 
their criminal or deviant behavior. Even when 
a patient is sent to this institution specifically 
for this program, he is given further screening 
and evaluation by the institution’s psychiatric 
staff to determine the final aporopriateness of 
treatment. 

The comparison sample (N = 257) was 
chosen by careful matching of BE 61-C’ 
scores (6) from a large sample of inmates re- 
leased during the 1958-1952 period with 
those of the experimental sample. Care was 


? The BE score factors and the method of deriving the 
score were as follows: 
1. No prior record 10 
. Limited prior record 4 
. This commitment for homicide, asscult, 
or sex offense 
. This commitment not for burglary, forgery, 
or bad checks 2 
. Age 30 years or more in year released 3 
. No history of opiate use 8 
l 
34 
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. This is original commitment 
Total 
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taken to select only those who had not been to 
the California Medical Facility at Vacaville 
and had not had group therapy in the De- 
partment of Corrections. The BE score? was 
chosen as the matching device because ex- 
perience over the past ten years has indicated 
that the BE is a valid measure of predicting 
parole outcome for felons in California. The 
BE 61-C was originally developed and 
validated ty Gottfredson in 1962 (6) to clas- 
sify inmates primarily for use in studies to 
determine the effects of differing treatment 
programs, :o help plan programs for inmates, 
and to improve the ability to predict behavior 
after release. In addition to the matching of 
BE scores, the comparison group was further 
refined through matching on racial and 
offense chazacteristics, 

The criterion used in assessing the degree 
of social adaptation and functioning of the 
patient upon his release from prison is 
whether or not he returns to prison. “Not re- 
turn to prison” was used to describe those 
patients who did not return to prison although 
they may Lave been arrested and may have 
served a ja:l sentence of fewer than 90 days. 
“Return to prison” includes any patient who 
returned tc prison with or without a new 
criminal ccnviction, was a parolee at large 
with a felony warrant for his arrest, or was 
killed in the act of committing a felony or was 
arrested on a felony charge and was awaiting 
trial. 


Results 


One-, twc-, and four-year parole follow-ups 
on the success or failure of the experimental 
and control groups are presented in table 1. 
Since the BE score is based on factors dem- 
onstrated to be related to parole success, 
matching the two groups on this measure 
provides some assurance of the similarity of 
the experimental and control groups in regard 
to these factors before the start of treatment. 
Thus, differences in outcome would be at- 
tributable ta treatment effects. If the rate of 
return to prison were significantly lower for 
the experimental group, this would be an in- 
dication of positive treatment effects. Con- 
versely, if the return rate were higher, a nega- 
tive effect could be inferred. 

On a cumulative basis, it is apparent that 
the experimental group showed a consistently 
lower number of returns than the control 
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TABLE 1 


Percentages Remaining on Parole 
at One- , Two- , and Four-Year 


Follow-Up 
FOLLOW-UP EXPERIMENTAL GROUP CONTROL GROUP 
YEAR (N = 257} iN = 257} 
One 74 67* 
Two 55 51 
Four 46 44 


*Chi square significant at .05 level. 


group, beginning with the first and continued 
through the fourth year of follow-up. 

This lower rate of return is most evident in 
the first year. Chi squares computed for each 
follow-up: period indicate that the rate of re- 
turn was significantly lower (.05 level of con- 
fidence) for the experimental group during 
the first year, but failed to achieve signifi- 
cance at the second or the fourth year. This 
finding suggests that therapy has a positive 
impact upon the patients only for the first 
year. 

The fact that the differences were not sig- 
nificant at the second year was not entirely 
surprising in view of the phenomenon of 
“diminishing of treatment effects as a func- 
tion of increased exposure on parole” found 
by Jesness (4) and by Rudolph and Ben- 
nett (7). At the same time, the high number of 
returns to prison in the second year suggests 
that the second year, no less than the first, is a 
period of difficult readjustment for those who 
had managed to remain in society. Most im- 
portantly, the data suggest that any positive 
effect from therapy becomes almost negligi- 
ble by the fourth year; the cumulative number 
of persons returning to prison was only 
slightly lower than that from the control 
group by that time. But considering the total 
sample, therapy does appear to play a role in 
delaying the return to prison for some pa- 
tients. 


Discussion and Conclusions 


The findings of this study clearly indicate a 
transfer effect from the prison group psy- 
chotherapy program to the parole situation. 
However, the results strongly suggest that the 
advantages of the experimental group steadi- 
ly diminish between the first and second year 
after release. It may well be that some of the 
effects of psychotherapy -are situationally 
bound (this is suggested by the fact that a 
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sizable percentage of those treated return 
even within the first year, after evidencing 
sufficient gains to warrant parole), while 
other effects are time-limited. To use a med- 
ical analogy, psychotherapy can perhaps be 
likened to a penicillin injection: it may help 
you with a current effort to cope with your 
problem, but it does not immunize you 
against all future possibilities. 

The implications of our findings support 
some type of follow-up program for parolees 
to further strengthen the initial effects of 


treatment and to extend them beyond the first- 


year or so of community adjustment. In this 
light it should be emphasized that the present 
findings represent a population of felons 
treated by group therapy methods between 
1958 and 1962. Since then significant changes 
have been instituted and the present treat- 
ment program contains many innovations; 
the most relevant of these is outpatient 
therapy for paroled felons felt to be most in 
need of such a program. A study based on a 


more current, larger sample is under way. It. 


will attempt to determine whether these in- 
novations have been successful in extending 
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the effects of psychotherapy with felon of- 
fenders found in the present study. 
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Group Psychotherapy in Perspective 


CIENTIFIC PSYCHOTHERAPY, which originated in Josef Breuer’s treat- 
ment of Anna O. (1), appears to be completing a highly instructive 
cycle in its development as the centenary of that case (1880-1882) 
approaches. In formalizing a method based on Breuer’s findings— 
that talking can be therapeutic, that the verbal expression of feelings 
has a profoundly beneficial effect, and that the communication of 
thoughts, feelings, and memories can lead to personality change— 
Freud was influenced by Breuer’s disclosure that he had broken off the 
case in a state of panic on recognizing the strong reaction the patient 
was provoking in him. Theoretically, Freud solved the problem of 
safeguarding practitioners of psychoanalysis from disorganizing em- 
broilments with patients by eliminating the analyst’s emotions as a 
factor in treatment. Rigid adherence to the notion .of countertransfer- 
ence as an invariable source of resistance, however, retarded the devel- 
opment of an effective psychotherapy. Breaching the self-defensive 
rigidity of the classical method in the quest for better results, many 
psychotherapists have found that feelings for the patient, rather than 
interfering with treatment, actually facilitate it, provided that the prac- 
titioner’s behavior is consistently oriented to resolving the obstacles to 
emotional maturity that emerge in each case. This lesson, evolving 
from Breuer’s therapeutically rewarding albeit traumatic experience, is 
restoring emotional communication to the armamentarium of psy- 
chotherapy. 
One modality that has escaped this hobbling is group psychotherapy. 
It has always drawn on the feelings that group members, serving in ef- 
fect as cotherapists, develop for one another as an instrument of 
treatment. But the group therapeutic setting is an exceptionally power- 
ful vehicle for arousing emotions, and how to exploit this force without 
exposing patients to damaging action is still an unsolved problem. The 
communication of feelings in language is constructive; venting them in 
action is destructive (2). Mastery of that distinction is, I believe, one of 
the crucial tasks confronting the field, for unless emotional action is 
inhibited, emotional communication fails to achieve its purpose. i 
Contemporary group therapy demonstrates various symptoms of 
primitivism. For example, the values, limitations, and goals of each new 
method reported are rarely delineated; all too often its exponents imply 
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that it is generally applicable. Failure to give due consideration to the 
specific therapeutic needs of the patient persists, despite some move- 
ment toward specificity (3). 

Widespread and diverse forms of experimentation have beer 
conducted during the past decade. The special section in this issue of the 
Journal provides a sampling of.new methods and new applications. I+ 
also calls attention to a factor that many psychotherapists have 
denigrated-——-reliance on external social influences as a therapeutic 
agent. . 

The introduction of new techniques and new factors to be controllec 
may presage a system of group psychotherapy that is firmly groundec 
in accurate diagnosis and that encompasses specific interventions tc 
resolve the psychotherapeutic problem at hand. Malfunctioning of the 
human mind cannot be corrected unless one ascertains the develop- 
mental level at which it has occurred. Most claims of good results 
achieved through group treatment pertain to malfunctioning at the 
oedipal level, which can be corrected with relative ease by many differ- 
ent approaches. But the correction of disturbed functioning at the pre- 
oedipal level, which is implicated in the severe psychiatric disorders, 
usually entails highly specific procedures in each case. Therapeutic ex- 
perimentation in the areas of schizophrenia, psychotic depression, anc 
severe psychosomatic disorders is a pressing need today. Acquisition o7 
the understanding and skills necessary to resolve these conditions con- 
sistently and expeditiously would greatly enhance the role of the group 
psychotherapist in the resolution of the whole range of psychologically 
reversible disorders that beset mankind. 


HYMAN SPOTNITZ, M.D 
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Adolescent Maladjustment or Affective Disorder? 


BY JOHNNIE L. GALLEMORE, JR., M.D.; AND WILLIAM P. WILSON, M.D. 


Data were obtained on 35 patients under age 
21 from the time they appeared for treat- 
ment. All kad illnesses compatible with the 
basic psychological and biological distur- 
bances seen in affective disorders in adults. 
However, their presenting symptoms were 
heavily influenced by concerns of adoles- 
cence. The data suggest that primary affective 
disorders are not uncommon in young pa- 
tients; correct diagnosis and treatment of 
emotional illness in this age group is impor- 


tanti. 

DOLESCENCE is often regarded as a time 
Å of anticipated emotional turmoil that 
may be expressed in a wide variety of behav- 
ior. Consequently, when various types of 
adolescent behavior are brought to the atten- 
tion of diagnosticians, there is frequently 
some uncertainty about the presence of rec- 
ognized medical and psychiatric disorders. 
Masterson (1) has warned against a tendency 
to attribute symptomatology found in ado- 
lescents to transient developmental turmoil 
rather than to psychiatric illness; the result 
may be dangerously delayed therapeutic and 
preventive intervention. Likewise, what has 
been said regarding depressive illness in 
childhood would appear to be equally true of 
the adolescent years: “The presenting symp- 


The authors are both with the Department of Psychia- 
try, Duke University Medica! Center, Durham, N.C. 
27710, where Dz. Gallemore is Assistant Professor and 
Dr. Wilson is Professor. 


toms may be deceptive and misleading as 
they often appear to .be physical rather than 
psychological in origin, or else an alteration 
in personality in the child is mistakenly at- 
tributed to a failure to pull himself together 
and an unwillingness to accept advice and 
help” (2). 

The question arises then: To what extent 
does major mental or emotional illness go 
unrecognized, or to what extent is it sub- 
sumed under such categories as “transient 
situational disturbance” or “behavior disor- 
der of childhood and adolescence” (and is 


‘therefore inadequately treated when it occurs 


in the setting of “typical” or intense adoles- 
cent conflict and coloring)? It is possible that 
these expected ‘“‘struggles” might be incor- 
porated into an illness and result in unusual 


‘presenting symptomatology. 


The early onset of a schizophrenic illness, 
the “dementia praecox”? of Morel and 
Kraepelin, has been well described. Relatively 
little attention, however, has surrounded the 
presence of affective disorders in the adoles- 
cent age group. Articles can be found that 
describe depression, anxiety, and elation in 
young patients, but psychodynamic father 
than diagnostic aspects have been primarily 
emphasized (3-5). Some published data 
about suicide, however, suggest that severe 
affective psychoses frequently occur in 
teen-agers and young adults (6-9). Further- 
more, Kraepelin reported that the time when 
the greatest number of first attacks of manic- 
depressive illness occurs is in “the period of 
development with its increased emotional 
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excitability between the fifteenth and twenti- 
eth year” (10, p. 167). Nevertheless, few re- 
ports have carefully scrutinized presenting 
symptoms in an effort to identify and to de- 
scribe the occurrence of primary affective 
disorders in the adolescent age group and 
setting. 


We have been impressed that a significant. 


number of individuals in a large population of 
adults with affective disorders have described 
similar episodes of illness in their adolescent 
and young-adult years. Also, an increasing 
number of adolescent patients have appeared 
with illnesses that, when viewed. retrospec- 
tively, have been found to be benign and self- 
limited, with a definitive onset and full func- 
tional recovery. Many of these illnesses were 
characterized by primary, severe disorder of 
mood and by disturbed thought and behavior 
consonant with the affect, although the pre- 
senting symptoms frequently differed from 
those typical of affective disorders of later 
life. Many patients were referred because of 
apathy in school or in family life, restlessness, 
wanderlust, or philosophizing—so often at- 
tributed rather resignedly to the “teen-age 
personality.” Temper outbursts, sexual 
promiscuity, and mild megalomanic behavior 
also led to referral, often with a diagnosis of 
“adjustment reaction of adolescence.” In an 
effort to better characterize such a group of 
patients, a prospective study was devised. 


Method 


Thirty-five patients under 21 years of age, 
who appeared at a university medical center, 
were extensively studied from the time of 
presentation for treatment. Age 20 was arbi- 
trarily determined as the maximum for in- 
clusion in the study, although the entire 
patient population was regarded as “‘adoles- 
cent” in that none were emancipated and in- 
dependent adults. Only illnesses compatible 
with affective disorders as described in the 
second edition of the Diagnostic and Statis- 
tical Manual of Mental Disorders (11) and 
with the basic criteria we have outlined here 
were included in the study. Subgrouping was 
not attempted. | 

Data sheets were designed in order that a 
multifactor computer analysis could be car- 
ried out. Each of the patients was personally 
examined, using a structured interview and 
available accessory anamnestic sources, to 
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TABLE 1 
Distribution of Patients by Age and Sex 
AGE MEN WOMEN 
15 2 C 
17 1 C 
18 5 £ 
19 11 C 
20 12 C 
Total 31 z 


clearly establish the diagnosis and to obtzin 
the ‘necessary information. Data relevant to 
precipitating factors, the variety of affects 
present, preoccupations, biological functicns, 
personal history, and phenomena of the ill- 
ness were recorded. These data were then 
summarized and analyzed. 


‘Results 


The age and sex distribution of the patients 
studied is shown in table 1. The average age 
of the group was 18.8 years. All patients were 
Caucasian. The predominance o? men in the 
study reflects the sample that appeared at the 
time of the study. The one marrizd patiens, a 
woman, had been wed less than one yeer. 
Socioeconomic backgrounds varied. 

At the time of their first interview, none of 
the patients had been previously hospitalized 
for psychiatric illness, although five had _a- 
dergone some treatment for a similar illness. 
Only 12 patients had been ill as long as 3x 
months, and nearly half of the remainder kad 
obtained psychiatric treatment within three 
months from the onset of their illness. Tis 
supported the ‘belief that symptoms of rela- 
tively acute onset in affective disorders tznd 
to bring patients (even younger ones) to 
treatment in the early phase of the illness. 

In just over half of the patierts, no prectpi- 
tating factors could be implicated. Am =ng 
the others a broad scattering of factors in- 
cluded separation from the family in two pa- 
tients, illness in one, job loss in one, and mili- 
tary induction in one. A number of patients 
attributed the onset of their illness to i-ci- 
dents at school and to academic perfozm- 
ance. 

A group of basic affects has been przvi- 
ously identified and described (12). Each za- 
tient in this study was examined for the pres- 
ence of the most pervasive, disturbed affect, 
as well as for concomitant disturbance of zany 
of the others (see table 2). Nine patients 2x- 
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TABLE 2 
Primary and Concomitant Affects Disturbed 


AFFECT PRIMARY CONCOMITANT 
Depression 25 9 
Elation 5 3 
Anger 1 17 
Awe 1 4 
Confusion 0 16 
Shame 0 9 
Emptiness 1 4 
Pain 0 3 
Fear 2 14 
Suspicion 0 1 
Disgust 0 3 


hibited as many as five pathologically intense 
affects. Including concomitant- occurrence, 
depression was present in all but one patient. 
As concomitantly disturbed affects, anger 
appeared in nearly half, and confusion and 
fear appeared in over one-third. Fifteen pa- 
tients described a diurnal! variation of mood. 
Biological changes in patients with pri- 
marily excitatory affects (awe, elation, anger) 
and with primarily inhibitory affects (all oth- 
ers) are summarized in table 3. Over half of 
the patients in each category experienced a 
decrease in sleep and in appetite. Sexual li- 
bido and potentia were for the most ‘part 
unaffected by the illness. Psychic activity in 
both groups was primarily increased, man- 
ifested mostly by pressure of thought and 
difficulty in concentration. Eight of the 25 
patients described having some complaint 
with memcry. Perceptual changes were un- 
common (see table 4). . . 
Primary preoccupations are summarized in 
table 5. By far the greatest number of patients 
were most concerned with personal failure. 
Not surprisingly, all of these patients were 
primarily depressed. Interestingly, none of 


the patients were preoccupied with somatic - 


concerns, in contrast to findings in a large 

number of adults with affective disorders. 
Just over half of the patients denied sui- 

cidal thoughts or intents. The remainder were 
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troubled with frequent thoughts of suicide: 
three of these made suicidal attempts, one 
with an overdose of drugs and two with cut- 
ting instruments. Eleven patients had illnesses 
that were judged to render them at least 75 
percent nonfunctional at the time of the ini- 
tial study. Most of the remainder were felt to 
have only mildly impaired functioning. 

Lengthy follow-up studies of this patient 
group have not yet been possible. However, 
over a period of less than two years the ma- 
jority of patients have responded well to the 
treatment modalities of choice, including in- 
dividual and group psychotherapy, medica- 
tion, and electric shock therapy. In most 
cases, resumption of usual activities has been 
possible at the premorbid level. 


Case Reports 


Two case reports are illustrative of the pa- 
tient group studied. 


Case 1. A 19-year-old single college student 
who was normally quiet but well-liked became 
increasingly excited following a dormitory bull 
session in which he was accused of lying about 
grades. Over a period of several days he became 
restless and hyperactive, talked incessantly, and 
began preaching the love of God. He frequently 
shouted and was obviously elated, but also exhib- ` 
ited fear, anger, and confusion. Severe insomnia 
and anorexia were noted. Despite much preoc- 
cupation with sex, he had no change in libido and 
potentia. The patient was brought to the hospital 
by his dean. After hospitalization for 18 days and 
treatment primarily with medication, he was able 
to resume classes. Since that time he has been 
predominantly euthymic but has had transient 
periods of mild depression. 


Case 2. A 15-year-old single high school student 
who had been active in football and had per- 
formed well academically became increasingly 
concerned with personal failure over a four- 
month period. He felt that everyone around him 
was arbitrarily critical of him. His symptoms 


TABLE 3 
Biological Changes Associated with Excitatory and Inhibitory Affects 


EXCITATORY AFFECTS 


INHIBITORY AFFECTS 








BIOLOGICAL 

FUNCTION INCREASE DECREASE NO CHANGE INCREASE DECREASE NO CHANGE 
Sleep 1 6 O 6 14 ` B 
Appetite 0 5; 2 2 15 t1 

Libido Q 1 6 1 7 20 
Potentia 0 71 6 0 -3 25 

Motor 4 1 2 5 16 7 
Psychic 7 0 Q 23 3 2 
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TABLE 4 
Perceptual Changes Associated with Excitatory and inhibitory Affects 


EXCITATORY AFFECTS 


SENSE CHANGE 


Vision 
Touch 
Smell 
Taste 
Hearing 


included frequent crying, introspection, increased 
appetite and weight, intermittent insomnia, and 
loss of energy; he often felt, “just like leaving 
home” and “I might as well be dead.” He lost 
interest in football. He was brought for psychiat- 
ric consultation when he challenged his parents 
with, “If you don’t like the way I am, why don’t 
you take me to a psychiatrist?” Interestingly, his 
father had had a history of repeated hospitaliza- 
tions for mood disorders, finally achieving stabi- 
lization with lithium therapy. 


Discussion 


In a retrospective study of 65 hospitalized 
adolescents six years later, the largest single 
diagnostic category found was that of affec- 
tive disorder (40 percent) (13). While not 
widely supported in the psychiatric literature, 
this finding and the data given here suggest 
that affective disorders nevertheless occur 
frequently in the adolescent age group, per- 
haps being unrecognized or classified in other 
ways. King and Pittman (13) found a nearly 
uniform: outcome for their affectively dis- 
turbed patients, whose symptoms remitted, 
but stressed the diagnostic value of longitudi- 
nal evaluation of patients since cross-section- 
al assessments yield a variety of patterns. 
While a longitudinal study of the patient un- 
doubtedly does provide important confirma- 
tory information, the data presented here 
suggest that adolescents with primary affec- 
tive disorders can be recognized at the time of 


TABLE 5 
Primary Preoccupations 
PREOCCUPATION MEN WOMEN 
Sexual 2 0 
Salvation 2 0 
Social 1 1 
Sanity 4 1 
Occupational {educational} 3 0 
Personal failure 10 1 
Other 3 0 
None 6 1 
Total 31 4 
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INHIBITORY AFFECTS 


NO CHANGE CHANGE NO CHANGE 
6 6 22 
6 2 26 
6 1 27 
6 2 26 
6 1 27 


presentation for treatment if the cliniciar is 
alert to the manner in which dependent re a- 
tionships, youthful conflicts, and preoccuza- 
tions may color the symptoms encountered. 

It appears that the basic illness differs licle 
in adolescents from that in older patients. The 
natural history of affective disorders in adults 
is well known. Additionally, the retrospect ve 
follow-up study of hospitalized adolescents 
indicates a favorable prognosis for the illn2ss 
regardless of age (13). However, it is apparent 
that age at onset does influence the present ng 
clinical picture. In contrast to the data c:zed 
here, a study of a large number of adults in- 
dicated that precipitating. factors were more 
likely to be implicated and to more often in- 
volve the loss of a significant person, illness, 
injury or surgery, or a change i2 occupaticnal 
status than in youth (14). In the area of bio- 
logical function, the disturbance of sexue li- 
bido and of potentia and retardation of psy- 
chomotor processes were more likely to be 
found in adults. 

In differentiating “normal” adolescent 
behavior from various forms cf age-releted 
maladjustment, it is importan: to cons der 
acuteness of onset of presenting symptcmna- 
tology, duration and intensity of symptcms, 
persistence of symptoms in relation to relief 
of stress, past history and family history of 
the individual, course of the iliness, and re- 
sponse to treatment. Many yourg patients are 
seen by student health and military physicans 
who may not be oriented to the various man- 
ifestations of emotional illness in this age 
group. Unfortunately, many residency train- 
ing programs have given their trainees ittle 
exposure to adolescent psychiatry. | 

It is apparent that decisions made in the 
early years when the individuel is ill will prej- 
udice later choices. Despite the generalis fa- 
vorable outcome of affective iilness, the pa- 
tient’s future may be at stake in the selection 
of a mate or a career, in the continuaticn of 
education, and in an orderly progression 
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toward life goals. Also, the frequency of sui- 
cide among causes of death in the [5-to-19- 
year-old population in this country must not 
be overlooked (8). 


The time seems overripe for developing a 
more definitive and uniform classification of 
mental and emotional disorders occurring in 
adolescence. The determination of correct 
prognosis and appropriate treatment must 
be based on proper diagnosis. Experience 
with the patients studied indicates that age 
alone should not dictate the choice of treat- 
ment. The hazards of undiagnosed and un- 
treated mental illness should issue a clear 
challenge to those undertaking the care of 
adolescent patients. 
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Physician Use of Marijuana, Alcohol, and Tobacco 


BY MARTIN R. LIPP, M.D., AND SAMUEL G. BENSON, M.D., PH.D. 


The authors questioned 1,314 physicians 
(chosen at random from four geographical 
areas) concerning their use of and opinions 
about marijuana. Thirty-seven percent had 
been exposed to marijuana, 25 percent had 
used it, and seven percent were using it cur- 
rently. In general, experience with cannabis 
varied with age and location. When queried 
about their use of alcohol and cigarettes, only 
eight percent of the subjects were teetotalers 
and 21 percent currently smoked cigarettes. 


ARIJUANA IS a continuing source of 
M controversy within the medical profes- 
sion and society as a whole. Study after study 
reveals increasing use by students, soldiers, 
and others (1-3). 

Our group became interested in marijuana 
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(cannabis) use among medica! personnel for 
two reasons. First, the marijuana issue is 
presumed to be at least in part a medical is- 
sue. Most discussions of the status of mari- 
juana include information about medical and 
psychiatric effects. The anxious parents of 
young patients often regard doctors as “ex- 
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perts” on the subject. Therefore, knowledge 
about the opinions and particularly the prac- 
tices of medical personnel could be useful in 
influencing the use of marijuana in the gen- 
eral population. 

Second, the generation gap has long been 
loudly proclaimed, and marijuana seems to 
be an important symbol for the youthful side 
of the gap. Does marijuana use mark the ex- 
istence of such a generation gap within the 
health professions? 

. For these reasons, we undertook a detailed 

study of social drug use and of opinions 
among students and graduates in both the 
medical and nursing professions. This paper 
reports data gathered from graduate physi- 
cians. Relevant information from previously 
published surveys on medical students (4, 5) 
and on nursing students (6) will be included in 
the discussion to follow. 


Method 


Some 2,652 questionnaires were distributed 
and retrieved by the Department of Survey 
Research of the American Medical Associa- 
tion in the early months of 1971. The physi- 
cians in our study were selected randomly 
from AMA rosters in the areas of New York 
City, upstate New York, Nebraska, and the 
San Francisco Bay area. These areas were 
specifically chosen to allow us to compare 
data on physicians with data we had previ- 
ously gathered, using the same questionnaire 
and research protocol, on medical students at 
New York University, the State University of 
New York at Buffalo, the University of Ne- 
braska, and Stanford University. 

All questionnaires were strictly anonymous 
and were distributed and returned by mail. 
(The nature of the questions asked will be- 
come clear in the presentation of the data.) 
Included with each questionnaire was a cover 
letter that stressed the importance and con- 
fidential nature of the project. Since respon- 
dents were not identifiable, no follow-up of 
nonrespondents was attempted. 

Distribution of the questionnaires was 
completed in early February 1971, and the 
retrieval of responses was concluded by the 
end. of March 1971. Of the 2,652 question- 
naires distributed, 1,314 were returned. The 
rate of return in the four areas varied from 47 
to 53 percent. 
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Results 


Cannabis. Overall, 37 percent of tne re- 
spondents indicated that they had been ex- 
posed to the use of cannabis (“*... in a rooma 
or at an event where others have used mari- 
juana”). Approximately 25 percen- had tried 
the drug at least once, and seven percent 
identified themselves as current users. 

However, these cumulative figures masx 
considerable diversity in use, which becomes 
apparent when the data are plctted by ag 
and by geographical area. Table 1 divides ths 
respondents in each area according to age an= 
lists those who are currently using the drug. 
those who have used it in the past but are no 
longer using it, and those who have never used 
it. Figures-from previous studies 9n medical 
students are included for comparison. 

There were significant differences in cam- 
nabis usage associated both with aze and with 
geographical area. In general, the younger 
age groups were more likely to have tried 
Marijuana in the past and to be using it ct-- 
rently. This age-use relationship was higk v 
significant in all areas except Nebraska, 


-where the low number of past users (N=?) 


and of present users (N=3) precluded gozd 
statistical comparisons. 

The San Francisco Bay and New York 
City areas showed considerably greater 
numbers of users than Nebraske and upstz:e 
New York; these differences were highly siz- 
nificant (p>.001). However, no significant 
age-related differences were detected between 
the two areas of higher use, New York Ci:y 
and San Francisco. 

Alcoholic beverages. Among all respcr- 
dents, only eight percent were teetotalers. 
This figure varied from a low of six pezcent n 
New York City to a high of 13 percent n 
Nebraska. However, within any given ase 
group, the differences among areas were nit 
significant, nor were there sign-ficant agz- 
related differences within any given area. The 
term “‘alcoholic beverage” here does not dis- 
tinguish among beer, wine, or hard liquor amd 
is intended only as a rough index of the ræ- 
spondents’ use of a socially sanctioned drag 
of known pharmacological consequences, 

Cigarettes. The respondents were asked :o 
indicate how many packs of cigarettes tF 2y 
smoked each month. On the average, 21 per- 
cent of the physician-respondents curren‘ly 
smoked cigarettes, with a high of 29 percent 


[125] 


614 


BRIEF COMMUNICATIONS 


TABLE 1 
Marijuana Use by Age and Geographical Area (in Percentages) 


San Francisco Bay Area 


GROUP NUMBER 
Medical students 213 
Physicians 

under 35 71 
35-39 105 
40-44 $ 105 
45 and older 94 

Upper New York State area 
Medical students 251 
Physicians 

under 35 43 
35-39 105 
40-44 105 
45 and older g6 

New York City 
Medical students 367 
Physicians 

under 35 57 
35-39 l 77 
40-44 82 
45 and older 82 

Nebraska 
Medica! students ' 226 
Physicians - 

under 35 39 
35-32 78 
40-44 88 
45 and older 87 


in Nebraska and a low of 16 percent in up- 


state New York. There was an apparent age- ~ 


related trend in cigarette use, the youngest 
groups most likely never to have smoked, the 
oldest groups to have smoked in the past but 
quit. However, this relationship was statisti- ` 
cally significant only for the upstate New 
York group. Overall, 40 percent of the re- 
spondents had smoked in the past but had 
quit. Among our respondents the use of 
cigarettes in the past or in the present was not 
related in any significant way to the use of 
marijuana. . 

Medical opinion. Our questionnaire asked 
each respondent to indicate which one of a 
series of statements most closely paralleled 
his opinion with regard to the appropriate 
medical status of cannabis. The highest per- 
centage (40 percent) indicated: “*. .. relatively 
harmless in milder forms; should be graded 
according to strength and subjected to con- 
trols accordingly.” The second most numer- 
ous choice (22 percent) was “. . . research 
only.” Others indicated “no human use” 
whatsoever (15 percent); “no opinion” (10 
percent); *. . . relatively harmless .. . should 
be made available to the public without re- 
striction” (6 percent); individual use “‘should 
be decided by a professionally trained per- 
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CURRENT USERS PAST USERS NEVER-USERS 
44 26 30 
27 30 44 
14 24 65 

8 24 69 
2 23 75 
26 20 54 
9 9 81 
2 11 88 
0 5 95 
2 1 97 
42 26 32 
19 21 60 
17 26 57 
5 22 73 
5 15 81 
6 10 84 
5 5 30 
0 3 97 
1 5 94 
0 1 99 


son” (4 percent); and “no medical consider- 
ations” (3 percent). 

These opinions were highly correlated with 
marijuana use. Of the 78 physicians who took 
the most permissive stand (‘‘should be avail- 
able . ... without restriction”), 78 percent had 


‘been exposed to marijuana use, 58 percent 


had: used. it, and 24 percent were currently 
using it. Of the 201 who were the most re- 
strictive (not for human consumption), 98 
percent had never used marijuana, 84 percent 
had never been exposed to it, and none was a 
current user. Intermediate opinions corre- 
lated with intermediate experience. 

Sources of information. The physicians 
were asked what one or more sources they 
valued in forming their medical opinions 
about cannabis. Professional reading was the 
most popular (73 percent), followed by mass 
media and nonprofessional reading (42 per- 
cent), and experience with patients (33 per- 
cent). Less valued were recognized authorities 
(23 percent), friends and peers (23 percent), 
college-age and younger acquaintances (14 
percent), and personal experience (12 per- 
cent). Least valued were formal teaching (6 
percent) and laws and court decisions (5 per- 
cent). 

Projected changes in cannabis use. The 
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physicians were asked to indicate how their 
use of marijuana would change under various 
medical and legal contingencies. Four ques- 
tions were asked. 

{. Assuming that the legal status of mari- 
juana remains unchanged and that marijuana 
is found to be totally harmless and as good a 
euphoriant as alcohol, with what frequency 
could you reasonably expect yourself to use 
marijuana? 

2. Assuming that the legal status of mari- 
juana remains unchanged and that marijuana 
is found to be as good a euphoriant as alco- 
hol, with long-term effects identical to those 
of cigarette smoking, with what frequency 
could you reasonably expect yourself to use 
marijuana? 

3. Assuming that your medical opinion of 
marijuana remains unchanged and that the 
legal penalty for marijuana use is reduced to 
the level of a misdemeanor, with what fre- 
quency could you reasonably expect yourself 
to use marijuana? 

4. Assuming that your medical opinion of 
marijuana remains unchanged and that legal 
sanctions against’ marijuana are reduced to 
penalize only illegal behavior while under the 
influence (e.g., similar to the laws concerning 
alcohol), with what frequency could you 
reasonably expect yourself to use marijuana? 

The groups in the four areas responded 
similarly to the hypothetical situations, each 
projecting. greater usage (compared to cur- 
rent usage) in all situations. The greatest 
upward projected change in cannabis use oc- 
curred with hypothetical situation 4 (26 per- 
cent), then | (21 percent), then 3 (14 percent), 
then 2 (11 percent). When we divided the re- 
spondents in each area into “users, experi- 
menters,’’ and ‘‘never-users,’’ we found con- 
siderable variation within each area—but 
again the kinds of changes were parallel for 
each group in all areas. 

If the legal sanctions against marijuana use 
were considerably relaxed, some who had 
never used marijuana predicted that they 
would become users, but most of them did 
not expect to become users in any of the pro- 
jected situations. The experimenters indicated 
considerably more interest in using marijuana 
in all situations. If only aberrant behavior 
were penalized, a majority of the experi- 
menters would have increased their use of 
cannabis. In contrast, if cannabis were found 
to have long-term effects equivalent to those 
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of cigarettes, relatively few experimenters 
would have resumed cannabis use. 

In-almost all cases, a majority of the users 
would have maintained their current level of 
marijuana use regardless of the projected 
conditions. A small percentage would havz 
decreased their use in each cés2, with a 
somewhat larger group indicating an ex 
pected increase in usage. This pattern waz 
changed in situation 2, in whica a greater 
proportion of respondents expected to de- 
crease their use. 


Discussion 


The marijuana issue sometimes seems so 
highly charged that an attempt at a sober amd 
thoughtful discussion of these data may te 
more illusory than real. We certainly have - 
our own ‘medical opinions,” which, like 
those of our respondents, are highly corre- 
lated with our own exposure to and experi- 
ence with cannabis. 

The conclusions drawn from this paper will 
surely vary with readers’ experiences ard 
preconceptions. There will be didering opin- 
ions about the generalizability of this survey. 
and appropriately so. However, these opin- 
ions should not obscure the fact that this is 2 
report of 1,314 physicians who chose tc tell ms 
about their experiences and opinions. No ome 
can say whether they exaggerated or mi1- 
imized or-lied. No one can report whether the 
1,338 physicians who did not respond hed 
back because of lack of interest or fear 2r 
some Other reason. Given the limitations >f 
mailed questionnaire surveys, information 
(from a large sample of a large population) 
that may put a person in legal jeopardy sir- 
ply is not available in any other way. Wich 
this in mind, the research protocol was as 
rigorous as we could make it. 

It seems to us that the most important in- 
formation to be drawn from this study is that 
in our sample use of and opinions about 
marijuana varied significantly with age amd 
geography. This is not an isolated finding. We 
found the same type of variation in our nurs- 
ing studies (6). Any cursory review of doze-s 
of high school, college, and Gallup Poll re- 
ports will substantiate this general trend (7)_ 

But this fact takes on special significance in 
the medical profession. We cannot simply 
call all marijuana users stupid o> immatur2 
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or crazy. No one has yet demonstrated any 
correlation between doctors’ use of marijuana 
and their IQ or psychiatric diagnosis. 

What does all this mean? Most important, 
these data imply that the marijuana issue, as 
well as being a scientific issue, is very much a 
cultural issue, even among physicians. People 
in the health professions are ultimately crea- 
tures of our time, perhaps no more or less 
able to resist social phenomena than their 
neighbors and patients. Physicians must soon 
come to grips with the fact that they them- 
selves use marijuana and must cease talking 
about marijuana use as something that occurs 
only among adolescents and patients. 

If medical authorities cannot convince 
physicians to refrain from trying or using 
marijuana, convincing the public at large 
seems unlikely. 
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The Attitudes of Patients and 
Their Trainee Therapists Toward Participation in 
Psychiatric Board Examinations 


BY HERBERT H. EVELOFF, M.D., AND CHARLES P. McCREARY, PH.D. 


The authors examined the attitudes of pa- 
tients and of trainee therapists toward the 
participation of patients in an examination of 
the American Board of Psychiatry and Neu- 
rology. Neither the therapists nor the patients 
reported any serious untoward consequences. 
The patients reported a slightly positive effect 
and the therapists a slightly negative one, al- 
though neither trend reached statistical sig- 
nificance. 


UR INTENTION in this study was to 

OC Batic the effect of the examinations 

(psychiatry part only) of the American Board 

of Psychiatry and Neurology on participating 
patients and their trainee therapists. 

The impetus for undertaking this pilot 


The authors are both with UCLA Neuropsychiatric 
Institute, 760 Westwood Plaza, Los Angeles, Calif. 
90024, where Dr. Eveloff is Senior Staff Psychiatrist and 
Associate Clinical Professor, and Dr. McCreary is As- 
sistant Professor in Residence. 
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study arose from our concern, amplified by 
those of colleagues and trainees, that patient 
participation in Board examinations might in 
some way harm the patients, their relation- 
ship with their doctor, or the therapeutic 
process. Although one could argue that par- 
ticipation in the examinations by both pa- 
tients and trainees is customarily voluntary 
(thereby automatically eliminating most 
potential problems), there was a remaining 
concern that some aspects of context or per- 
sonality might render the request to partici- 
pate much less voluntary than it is intended to 
be. For instance, the patient might fear dis- 
charge from the hospital or from the outpa- 
tient department of the clinic if he did not 
comply, or the trainee might be apprehensive 
about some future censure from superiors for 
appearing uncooperative. 

Therefore, since the examination of pa- 
tients by prospective diplomates appears to 
be an integral part of the Board procedure 
and is likely to be retained for some time, it 
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seemed important to assess the “cost,” if any, 
to the patients’ welfare and/or to the treat- 
ment process. 

The specific Board examination studied 
was that held at the UCLA Neuropsychiatric 
Institute, Sunday, Dec. 13 (written examina- 
tion only), through Tuesday, Dec. 15, 1970. 

Each clinical examination consisted of an 
examinee’s 30-minute interview of a patient, 
usually in the presence of one or two 
examiners. Most patients agreed to be 
examined more than once and were called on 
for an average of two or three sessions with 
half-hour rest periods between each exami- 
nation. The patients’ trainee therapists were 
not present but were available on call. 

After a three-month period—one judged 
sufficiently long to permit an evaluation: of 
possible lasting effects—the trainees and 
patients were asked to complete question- 
naires assessing their attitudes and responses. 


Method 


The study was designed to assess: 1) the 
trainee’s attitudes toward the Board exams, 
2) the effects of the examinations on the pa- 
tients as reported .by their trainees, and 3) the 
effects of the examinations on the patients as 
reported by the patients themselves. 


Assessment of Trainee Attitudes 


Questionnaires about their attitudes 
toward the examinations were sent to 87 
trainees in the Department of Psychiatry at 
the UCLA Neuropsychiatric Institute. Of 
these, 54 were first-, second-, and third-year 
psychiatric residents; 25 were advanced 
residents in legal, child, and community psy- 
chiatry; and eight were predoctoral clinical 
psychology fellows. Forty-one trainees re- 
sponded. Three means of assessing the atti- 


tudes of the trainees toward the examinations 


were used in this study. One method consisted 
of having the trainees complete an eight-item, 
true-false questionnaire containing state- 
ments about the examinations. Three faculty 
members of the Department of Psychiatry 
rated each statement as to whether it reflected 
a positive or a negative opinion. The ratings 
of the trainees were summed, and a score was 
derived that reflected their attitude on a posi- 
tive-negative continuum. The second method 
involved asking the trainees to directly rate 
their attitudes toward the Board examina- 
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tions as a means of determining psychiatric 
competence. The trainees rated their attitudes 
on a seven-point scale that ranged from I 
(“totally useless”) to 7 (“best means poas- 
sible”). For the third method each trainee was 

asked to write narrative comments about his 
attitudes toward the examinations. 


Effects of the Examinations on Patients as | 
Reported by Trainees 


‘ 
Of the 41 trainees who responded to our 
request for participation in this study, 27 éc- 
tually referred from one to four patients. 
These 27 trainees were given a multiple- 
choice questionnaire in which they were asked 
to rate: 1) their impressions of the benefit or 
harm of the examinations to their patients, 2) 
the effect of the examinaiions on tne course of 
therapy, 3) the amount of encouragement 
they gave patients to participate in the 
examinations, 4) their willingness to submit 
patients to any future Board examinations, 5) 
their estimation of the effects of the exami- 
nations on colleagues’ patients, and 6) their 
expectation of the effect on their patierts 
prior to the examinations. In addition to these 
ratings, each trainee was asked to supply .a 
narrative description of his impressions. 


| 
l 


Effects of the Examinations on Patients as 
Reported by the Patients Themse ves 


The 27 trainees who actually referred pa- 
tients contributed a total of 6! patients (30 
inpatients and 31 outpatients). Cf the 61 pa- 
tients who were sent questionnéires. 34 (56 
percent) responded. 

The questionnaires were in tke farm aja 
multiple-choice inventory. The patients were 
asked to rate: 1) their eagerness to partici- 
pate, 2) their like or dislike of each candidate 
who examined them, 3) what thev felt was the 
effect of the examinations on their own 
therapy, 4) their experience (Le. pleasant 
versus unpleasant) during sack examination, 
and 5) their willingness to participate again. 

If a patient was examined by more than 
one candidate (as was true in the majority of 
cases), he was asked to rate each candidate 
separately. In addition, the patient was asked 
to register overall global ratings. 

An analysis of the effects oF the examina- 
tions was done by averaging the responses of 
each patient. 

Finally, each patient was 2ncouraged to 
write @ narrative description of his :m- 
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pressions of the experience, its effects on him 
and on hts therapy, and whatever additional 
information, suggestions, etc., he might wish 
to convey. 


Discussion 


Both therapists and patients reported that 
the examinations neither harmed nor bene- 
fited therepy. In fact, the patients reported a 
slight overall positive effect on therapy 
(mean = 2.2, where 4= no effect and 
3 = mild benefit). Patients reported that 
the examinations neither harmed nor benefit- 
ed them personally, that ts, apart from the 
therapeutiz process itself. As stated before, 
they tended to report their experience as 
somewhat beneficial, although this was not a 
strong inclination (mean = 2.2, where 2 = a 
“moderately pleasant experience”). 

The narrative comments tended to support 
these findiags, derived from scoring the data 
obtained on the questionnaire, namely, that in 
general pazients did not report any serious or 
lasting de.eterious consequences from par- 
ticipating in. the examinations. We will cite 
several cheracteristic comments made by pa- 
tients. Note that only one patient reported 
any appreciable discomfort at the time (see 
comment €, which was by far the most nega- 
tive of all). Most of the negative comments 
concerned the logistics of the examination 
{e.g., too short, people coming in and going 
out, etc.) or the anxiety of the examinees. In 
general, the patients felt the experience was 
helpful and interesting and indicated that they 
were glad to have had an opportunity to make 
a contribut:on. 

1. “The poor men seemed so nervous that 
I was wondering in what way I might help 
them.” 

2. “I wouldn't mind being in another one. I 
feel it was Zairly helpful to me but I wish the 
exam lasted a little longer. I believe that 
talking to different people about my problems 
usually helps me in finding an answer, or in 
actually finding out what the real problem 
is.” 

3. “I hope that this will be of benefit to 
improve the quality of psychiatric care.” - 

4. “I found it fun.” 

5. “Even though I found them mildly un- 
pleasant, I think I benefited from the experi- 


ence.” l l 
6. “It was very difficult talking to strangers 
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that didn’t know my case history and also 
very painful at times.” 

The therapists’ ratings of the benefit or 
harm of the examinations to their patients 
were significantly correlated both with their 


_ patients’ willingness to participate in future 


examinations and with their scores on 
whether the experience was pleasant or un- 
pleasant (r = .47, p > .O1). However, the pa- 
tients’ ratings of liking as opposed to disliking 
the experience were not correlated with their 
ratings of the effect of the examinations on 
therapy. Thus, the therapists had a direct 
influence on their patients with respect to 
whether or not they were going to enjoy the 
examination experience and/or participate 
again. However, this influence did not extend 
to coloring the patients’ appraisal of the 
seemingly more significant variable—the 
effect on therapy. 

The therapists’ ratings of the overall bene- 
fit or harm of the examinations were not 
correlated with the patients’ ratings, the pa- 
tients tending to view the examinations in a 
more positive light. This may mean that the 
therapists were under more stress by their 
patients’ participating in the examinations 
than the patients themselves. 

Neither the patients’ nor the therapists’ 
ratings of the effects of the examinations on 


therapy were correlated with the patients’ 


willingness to participate again. The patients 
generally seemed willing to offer themselves 
for examination independently of their thera- 
pists’ concerns or even of their own evalu- 
ations on the potential effect on treatment. 
Again, this may mean that the therapists 
were more worried about the examinations 
than the patients; apparently the patients 
were willing to take the risk. One possible 
conclusion is that patients did not view 
themselves as being as fragile as the thera- 
pists did. 

There was a significant correlation between 
the therapists’ attitudes regarding the 
examinations and whether or not they re- 
ferred patients. Those who referred patients 
(N = 27) had a mean score of 5.07 on a scale 
of l (useless) to 7 (valuable), while those who 
did not refer patients (N = 14) had a mean 
score of 2.64. 

The not-too-startling fact that those who 
were more sanguine toward the Board 
examinations tended to be those who referred 
patients may well have weighted patients’ 
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reports in the positive direction. This seemed 
to be particularly the case since, as noted, the 
therapists’ attitudes toward the examinations 
influenced the patients’ attitudes toward 
them. In short, our suspicion is that patients 
tended not to have adverse reactions in part 
because those therapists who might have been 
the most likely to negatively influence pa- 
tients automatically eliminated themselves. 

Lastly, with respect to their opinion of the 
value of the Board examinations in deter- 
mining psychiatric proficiency, the overall 
rating of the entire responding trainee group 
(N = 41)-was 3.42. This was slightly to the 
“useless” end of the scale. We found this 
mildly negative rating surprising; we had ex- 
pected a much stronger negative rating in 
view of the acidic nature of spontaneous 
comments made before the examination, as 
well as of those registered on the question- 
naires. 

Several sample narrative comments that 
appeared on the questionnaire follow: 

“I feel the establishment of a diagnosis and 
the discussion of the clinical syndrome is not 
a measure of a real psychiatric skill but only 
represents a minimal intellectualized per- 
formance in a situation of greatly elevated 
anxiety.” 

“Board examinations are superfluous and 
remove qualification assessment from where 
it should belong; i.e., in the hands of training 
institutions. These institutions to receive ap- 
proval should be competent to prepare and 
responsible enough to judge qualified psy- 
chiatrists.”” | 

1) About the Boards as an indicator of 
qualification—anyone with the capacity for 
rote, the skin of a pachyderm and the equa- 
nimity and creativity of a robot could pass— 
but might be a lousy psychiatrist; 2) A 
workable alternative is the recommendation 
of the educating institution who have a far 
greater understanding of the individual and 
his potential; 3) Research and other nobler 
pseudo-incentives notwithstanding, why 
should we invent a new stress in an already 
stress-overladen world for the reconstituting 
patient.” 

In evaluating such comments, several fac- 
tors should be kept in mind, specifically 
those involving the patient population, the 
trainees who referred patients, and the set- 
ting in which the Board examinations were 
held. 
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The Patient Population 


First, the patient population in this insti- 
tution may have been less disturbed then 
that in other institutions which have hosted ` 
the Boards. At the time of the examinations, 
only voluntary patients were admitted to the 
inpatient service for an average stay of less 
than 90 days. The outpatients were generally 
drawn from the west Los Angeles area and 
its immediate environs. These pat:ents tended 
to belong to the lower middle class and miz- 
die class and had a somewhat beter financial 
status, educational background, and level of 
sophistication than those atterding other 
clinics located in deprived areas. 

Every effort was made to make the patients 
feel welcome and appreciated. Alzhough they 
were not paid to participate, they were com- 
pensated for travel costs, baby-sitters, etc. 
Lunch and refreshments were provided at no 
cost to the patients, and volunteers and pro- 
fessionals were available in the waiting room 
to meet their needs. These patient-related 
factors may well have contributed signifi- 
cantly to the slightly positive overall response 
that most patients reported with respect to 
their participation in the examinations. 


The Trainees 


In our view the trainees involved were, fer 
the most part, bright, self-motivated, inde- 
pendent young men and women. Charac- 
teristically, they relied very heavily on their 
own evaluation of the demands made on 
them, rather than dutifully fcllowing staff 
requests. Our feeling is that, at the time, 
trainee compliance to administrative fiat 
was at a low point; they partic:pated only if 
they chose to. Our results supported this lat- 
ter contention. They showed tha: those 
trainees who were most antagonistic to the 
concept of Board certification, and therefore 
to the concept of the examination procedure, 
tended to select themselves out of referrizg 
patients for the examinations, even thouzh 
overtly they denied withholding patients 
from involvement. 


The Setting 


In our opinion, the setting at the Neuro- 
psychiatric Institute (NPI) ideally met the 
logistical requirements of the Board exam- 
inations, All the examinations took place :n 
one building (in fact, mostly or. one floor). 
This obviated the necessity of traveling bz- 
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tween inszitutions for various parts of the 
examination as is sometimes necessary when 
the Boards are held in other cities. Also, 
ample numbers of NPI personnel were avail- 
able to ensure a smoothly functioning oper- 
ation. As for the patients, every effort was 
made to make the examinees and examiners 
comfortable. . 

In addition, the Neuropsychiatric Institute 
is a modern building, located in pleasant sur- 
roundings with ample, excellent lodgings 
available in the vicinity to the examinees and 
examiners. The weather during the examina- 
tions was mild and clear, no doubt affording a 
pleasant contrast for those candidates coming 
from colder climates. This salubrious setting, 
by positively affecting the examiners and ex- 
aminees, may have also contributed to the 
general acceptance of the examinations by the 
patients. 


Conclusions 


‘This pilot study was intended to assay the 
effect on patients who, in participating in the 
examinations of the American Board of Psy- 
chiatry and Neurology, served as subjects to 
be examined by prospective diplomates. 
Special attention was paid to the attitudes of 
trainees who referred patients for examina- 
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tion, since these attitudes related to patient 
response. 

No serious consequences were noted by 
either patients or therapists with respect to 
the patients’ welfare or therapy as a result of 
participation in the Board examinations. On 
the contrary, the patients tended to view the . 
experience as a slightly positive one, though 
this trend was not statistically significant. 
There was evidence that trainees generally 
tended to view the participation of their pa- 
tients in a less positive light with respect to 
how the exams influenced their patients and 
the therapeutic process. In other words, the 
trainees may have exhibited some overcon- 
cern and possibly overprotectiveness toward 
their patients vis-a-vis the examination ex- 
perience. 

Further study, employing more rigorous 
observations in different examination set- 
tings, is needed to more fully explore this area 
since: |) the patients are being used for pur- 
poses other than those intended to directly 
benefit them, and thus their welfare must be 
considered, and 2) the results of examinations 
may be significantly affected by factors other 
than the qualifications- of the examinee (e.g., 
resident attitude, patient attitude, and set- 
ting). We hope this initial, exploratory study 
will stimulate further interest in solving such 
problems. 
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Acute Brain Syndrome 


Associated with Lithium Therapy 


BY PETER L. AGULNIK. M.D.. D.P.M.. 
AND PATRICFA MOORE.. R.N. 


Three patients who were treated with lithium 
displayed symptoms resembling those of or- 
ganic brain syndrome when their blood lithi- 
um levels were low. All patients’ lithium ley- 
els were slow to rise. When lithium. was 
stopped, the patients’ blood levels began to 
rise and then fell, at which time their symp- 
toms remitted. The authors postulate that 
this lithium toxicity may possibly be due to 
tissue lithium levels. 


L ITHIUM THERAPY may produce incon- 
venient side effects such as gastrointes- 
tinal upsets, tremor, polyuria, etc., when there 
are low levels of lithium tn the blood, or it 
may produce severe toxic symptoms when 
serum levels rise above 2 mEq./liter. The 
development of confusional states and lapses 
into coma, which have been noted in the more 
severe form of lithium poisoning (1), are rel- 
evant here since our purpose is to present 
three case histories in which signs suggestive 


of an early organic brain syndrome occurred 


when blood lithium levels were low. 

The three patients, who had been admitted 
to Boston State Hospital, were included in a 
controlled clinical trial of lithium carbonate 
for treatment of manic and schizo-affective 
disorders after diagnostic agreement by two 
independent raters and full’ physical and 
laboratory examinations. Laboratory de- 
terminations of blood lithium levels, elec- 
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trolytes, and white blood cell counts were 
performed. three times weekly. Tne accurazy 
of the lithium level assays were periodica ly 
checked by an independent laboratory. 


Case Reports 


Case 1. H.M., a 29-year-old man, was admit-2d 
to the hospital in a state of acute psychatic =x- 
citement, with a one-month history of increasing 
activity and verbosity associated with feelings of 
excitement and elation. He was diagnosed as being 
in the manic phase of a manic-ce>ressive psy- 
chosis. His history revealed that this was kis 
fourth hospitalization since the age of 23, twice 
with a diagnosis of manic-depressive psychoas, 
manic phase, and once with a diagnosis of 
schizophrenia. 

He was given lithium carbonate, starting wth 
.75 gm. a day and increasing to 2.5 gm. by the sisth 
day. His blood lithium level had risen to only @.9 
mEq./liter by the end of the first week. There was 
no clinical change during this period. The lithit m 
dosage was reduced after the ninth day to 2.0 œn. 
daily because of side effects (anorexia, diarrhza, 
and tremor). Clinically the patient’s thought prac- 
esses became increasingly incoherent, and ~he 
content more bizarre and filled with archaic 
images. His motor activity becamz2 markedly ze- 
duced, with periòdic hypersomnolence. He as 
distractable,; withdrawn, and showed progress ve 
degradation of personal habits. He developed 
visual illusions and became totally disorientec as 
to time, place, and person. Despite th2 similarity of 
this illness: to an acute delirium with occasicral 
lucid intervals, the patient had no clouding of con- 
sciousness. The highest level of plasma lithium re- 
corded during this week was 1.15 mEq. /liter. 

The lithium dosage was maintained at 2.0 =m. 
daily until the 19th day. The highest plasma lithi- 
um level obtained overall was 1.65 mq./liter. 
Since the patient was ‘becoming obviously 
paranoid and was. having auditory and visual hal- 
lucinations, the lithium was reduced on day 20 to 
.75 gm. daily. He was also given one 200 mg. dase 
of chlorpromazine, but this caused postural lay- 
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potension and was stopped. On the 22nd day the 
patient’s plasma lithium level was 1.35 mEq. /liter. 
On the 24th day he showed a dramatic clinical 
improvement. He became completely coherent 
and displayed no evidence of disorientation. His 
blood lithium level on day 26 was 0.5 mEq. /liter. 
Thus, this patient’s blood lithium levels were rela- 
tively slow to rise, and four days after reducing 
lithium intake, along with falling blood lithium 
levels, his confusional symptoms cleared dramati- 
cally. 


Case 2. J.P., a 45-year-old man, had had nine 

recurrent menic-depressive episodes that required 
hospitalization since the age of 22. Seven of these 
were classic manic episodes and two were depres- 
sive episodes. At no time had he hallucinated or 
shown evidence of disturbed thought processes of 
a schizophrenic type. Two months prior to admis- 
sion he developed a typical hypomanic illness that 
culminated in rehospitalization. 
' Treatment with lithium carbonate was initiated 
and the dosage was quickly increased to 2.5 gm. 
daily during the first week. The highest blood 
lithium level obtained during this time was 0.8 
mEq./liter. Clinically, his social conduct deterio- 
rated, particularly with respect to irritability and 
hostility. Pressure of speech was more marked and 
thought association looser. The overall clinical 
picture was that of a manic illness which had be- 
come progressively more severe and disintegrated. 
By the eighth day the patient was showing rapidly 
increasing evidence of disorientation. There was no 
clouding of consciousness. 

Since the patient’s blood lithium level failed to 
rise above 1.25 mEq./liter, the lithium dosage was 
increased on the 13th day to 3.0 gm. daily. Further 
deterioration was now noted. The patient was 
confused, had poor powers of comprehension, and 
had virtually no capacity to ‘look after himself. 
From being grossly overactive, he became retard- 
.ed. On the 17th day, when his blood lithium level 
had risen to 1.5 mEq./liter, his clinical picture 
was more in keeping with that of a toxic delirium, 
with marked tremor, ataxic gait, and muscle fas- 
ciculation. He was anorexic and mildly dehy- 
drated. On day 18, the lithium dosage was reduced 
from 3.0 gm. to 2.25 gm., but the patient’s blood 
lithium levels continued to rise tó a peak of 1.9 
mkq./liter on day 19. Medication was cut to .75 
gm. on day 19 and terminated the next day. On day 
21, 48 hours after stopping lithium, a dose of .75 
gm. daily was reinstituted with 4 mg. of hal- 
operidol. Within 48 hours, at a blood lithium level 
of .9 mEq./liter, the patient’s toxic features dis- 
appeared and there was no evidence of active psy- 
chosis. He stayed asymptomatic for a week, the 
haloperidol was withdrawn, and he has been 
maintained on a low dose of lithium. 


Case 3. L.B., a 47-year-old woman, was ad- 
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mitted to the hospital with an acute schizo- 
affective psychosis. A mild manic episode diag- 
nosed two years previously, followed by a short 
depressive reaction, had been her only previous 


psychiatric illness although she had a somewhat 


schizoid personality but no previous report of con- 
fusion. Her illness had begun a few days prior to 
admission when she started to become overactive, 
verbose, grandiose, and elated, and also suspicious, 
irritable, and argumentative. On admission she 
demonstrated mild thought disorder and ideas of 
influence but was not hallucinating. Treatment 
with lithium carbonate started with a dosage of .75 
gm. daily, which was increased to 2.0 gm. daily by 
the third day. The dosage was maintained until the 
eighth day when, because of her deteriorating 
condition, it was reduced and stopped over the next 
two days. 

Her blood lithium level had been 1.5 mEq. /liter 
on day eight, reached its highest point—1.9 
mEq. /liter—on day 11, and was 0.7 mEgq./liter on 
day 13, three days after all lithium was stopped. 

Clinically, disorientation was noted within three 
days from the time lithium was begun. Her 
thought processes became bizarre and disconnect- 
ed and she became progressively more disorga- 
nized, ‘hostile, and unable to care for herself. By 
day eight she was withdrawn, disoriented as to 
time and place, showed memory impairment, and 
had both auditory and visual hallucinations. Blood 
electrolytes and urea remained normal through- 
out. 

On the tenth day, chlorpromazine was adminis- 
tered and within the next two to three days the pa- 
tient showed a marked improvement. 


Discussion 


All three patients described here developed 
signs of a toxic confusional psychosis at blood 
lithium levels considerably lower than 2.0 
mEq./liter. All had been given a relatively 
high lithium dosage but their blood levels 
failed to rise as rapidly as other reports would 
have predicted. This failure, accompanied by 
the’ lack of clinical improvement, led to 
prescribing progressively higher doses and, 
paradoxically, to further clinical deteriora- 
tion. On reducing and stopping lithium the 
blood levels continued to rise for a day or two 
before starting to fall in two patients. All 
three patients had a dramatic remission in 
symptoms when their blood lithium levels 
started to fall. 

In these patients the blood lithium level did 
not seem to accurately reflect the total level 
of lithium in the body, which, it would be 
postulated, is differentially retained in the 
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- tissues against a concentration gradient. 

The patients described augment a similar 
report by Johnson and associates (2) and one 
case report by Mayfield and Brown (3), who 
also noted toxic confusional changes in a 
group of schizo-affective patients whose 
blood levels ranged from 1.16 to 1.97 mEq./ 
liter. Of the three cases presented here, one 
was clearly diagnosed as schizo-affective. 
Case 2 was more typical of a manic- 
depressive psychosis, but atypical features 
were present. 

While some may argue that these were not 
cases of confusional psychosis due to lithium 
but rather to other situational factors or even 
to the natural progression from manic ex- 
citement to manic delirium, we do not think 
so. The rapid change in the course of their 
illness when lithium was reduced would argue 
against these possibilities. Other drugs were 
also prescribed, but the dosages were small 
and the dramatic and sudden remission in 
symptoms: would not have been predicted 
from the usual clinical experience with such 
amounts. . 

The metabolism of lithium in these patients 
seems different from that found in either 
manic or normal individuals. The capacity of 
manic patients to tolerate and retain high 
doses of lithium until a remission in manic 
symptoms occurs was noted by Trautner and 
associates (4) and confirmed by Greenspan 
and associates (5). It cannot be assumed, 
however, that lithium was an ineffective agent 
in our study, since the symptoms of all three 
patients remitted in a manner described in the 
literature on lithium. That this sudden im- 
provement occurred a couple of days after 
stopping lithium, when the blood lithium 
levels, but not necessarily the tissue lithium 
levels, were relatively low, is of considerable 
theoretical interest. 

Greenspan and associates (5) concluded 
that acutely manic patients store lithium ions 
in the intracellular water of certain tissues or 
in an extracellular space other than plasma. 
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Assuming that the patients reported here did 
not excrete lithium excessively, one explana- 
tion of the findings would be zhat the low 
blood lithium levels reflected an avidity of 
such nonplasma compartments for the lith- 
um ion against the concentration gradiert, 
which is even steeper than that for manic pa- 
tients. This would then produce tissue lithicn 
levels that could result in the toxic chang=2s 
described. Laboratory tests for electrolytes, 
sodium, potassium, and chloride were per- 
formed three times weekly. Levels of calcium 
and magnesium were not determined. Test 
results for blood-urea nitrogen were within 
normal limits in the three patients. Qur data 
on serum electrolyte changes during the toic 
period do not show an increase in serum lev- 
els of sodium resulting from an exchange with 
lithium ions between plasma compartments 
and nonplasmatic compartments. In the three 
patients, serum sodium, potassium, acd 
chloride concentrations stayed within normal 
limits. 

Further studies investigating the distribu- 
tion and excretion of lithium in such patients 
are needed. It behooves the clinician to be 
cautious when blood lithium leve.s do not nse 
as expected with increasing lithium deses. 
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Two-Way Television: 
Helping the Medical Center Reach Out 


BY CECIL L. WITTSON, 


Since 1959, the University. of Nebraska Med- 
ical Center’ has been using two-way closed- 
circuit television for medical treatment and 
education, largely in psychiatry. ‘Television 
has been used to link the medical center with 
hospitals in remote rural areas, as well’ as to 
assist in educational programs within ‘the 
university complex. Electronic communica- 
tion has been valuable in extending education 
and services, — 


` 


XN WO-WAY TELEVISION is not a new con- 

cept. It goes back in time beyond the 
current decade, in fact beyond this genera- 
tion, making it nearly impossible to guess 
who first envisioned the tremendous potential 
of this tool and the promise it holds for med- 
ical educaticn and practice. 

The Bell System has promised that some- 
time in the 1970s the ultimate in two-way 
picture and. sound communication will be 
available with the wide distribution of phono- 
vision. It is not difficult to imagine the many 
conveniences in health caré and education 
that will result. 

While waiting for phonovision or its equal, 
the University of Nebraska Medical Center 
has been experimenting for 12 years with the 
potential of two-way audio and video trans- 
mission in medical treatment and education 
(1). In 1959, the- Nebraska Psychiatric Insti- 
tute (NPI), which is the department-of psy- 
chiatry for the medical school, first used two- 
way television to transmit demonstrations 
with neurological patients and case informa- 
tion to freshman medical students seated in 
laboratories across the campus. The return 
television picture and accompanying sound 
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made it possible for the instructor at NPI to 
relate to the students and to'watch their pdr- 
ticipation and reactions. 

‘In 1961, a grant-supported pilot study was 
undertaken to determine thé value of two-way 
television in psychiatric treatment (2). Pa- 
tients in group psychotherapy were seated in 
one room and the therapist in another. In the 
patients’ group the therapist was present on a 
TV monitor. In turn, a television picture of 
the group was transmitted to the therapist. 
During six sessions conducted with each of 
four groups, the patients and the therapist 
saw and heard each other only by closed- 
circuit television. Four other control groups 
met for six sessions each using conventional 
psychotherapy techniques, i.e., the therapist 
was actually seated'in the group. Analysis of 
rating scales of patients and of therapists 
showed that the choice of therapist and the 
selection of group members influenced the 
effectiveness of therapy more than the use of 
the TV technique. In other words, the pres- 
ence of television was neither a problem nor 
an asset. . 

After this project, the same technique was 
used in individual therapy. A patient was 
treated for nearly a year, seeing his therapist 
only on television. Again the use of TV did 
not affect either the establishment of rapport 
between the patient and the psychiatrist or the 
attitude of either toward the therapy situa- 
tion. 


Across 112 Miles 


In 1964, the National Institute of Mental 
Health funded an application that permitted 
the installation and operation for six years of 
a two-way closed-circuit television system 
between NPI at the University of Nebraska 
Medical Center and the Norfolk State Men- 
tal Hospital, 112 miles away. The Norfolk 
hospital has had many problems common to 


Amer. J. Psychiat. 129:5, November 1972 


BRIEF COMMUNICATIONS 


such isolated health facilities: difficulties in 
recruiting and retaining trained staff, in 
providing in-service training opportunities, 
and in taking advantage of consultation 
services available only in a large medical 
center (3-5). 

The two-way television system provided 
face-to-face electronic communication be- 
tween the Omaha and Norfolk institutions 24 
hours a day every day. (The actual scheduled 
hours of use averaged approximately 45-50 
hours a week during the six years of opera- 
tion.) State hospital personnel or patients 
could see and hear a closed-circuit television 
transmission from NPI, and at the same time 
participants at NPI could see and hear them. 

Transmission facilities and services were 
provided by the Northwestern Bell Telephone 
Company. In establishing a system of this 
type in a small community where there were 
no electronics distributors or technicians, it 
was important to select durable, portable 
equipment that was simple to operate. It was 
also necessary to designate one person in the 
institution to be responsible for the care and 
operation of the equipment. The state hospi- 
tal EEG technician also became the television 
technician and was given limited training. 
Knowing that someone maintained the TV 
connection as a constantly available tool for 
saving work and time led the staff members 
of both institutions to accept the system. 

The television picture and sound could 
originate from any of several locations at 
each station. A direct telephone line was 
available for scheduling the system and for 
use by the technicians during programs. A 
Xerox telecopier was installed at each loca- 
tion to transmit and receive printed matter 
such as patient charts, reports, and class ma- 
terials. l 


Goals 


When this two-way television project was 
proposed, the NPI and state hospital staff 
members set four specific goals: 1) improved 
education and training opportunities for state 
hospital staff at all levels, with corresponding 
educational benefits to the NPI staff, 2) use 
of state hospital resources in the teaching 
programs of NPI; 3) improved state hospital 
patient services; and 4) increased collabora- 
tive research activity. 

To improve education and training many 
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activities were initiated. Joint TV conferences 
were held weekly by the nursing services of 
NPI and the state hospital. The nursing staff 
members discussed common problems ard 
participated in in-service educational pr3- 
grams. Staff members of the social service, 
psychology, and vocational rehabilitatica 
departments held similar meetings. 
Specialized courses for such groups as the 
clergy, general practitioners, social group 
work interns, and graduate nurses were telz- 
cast (6). The county medical society was 
another group reached by the medical cenzer 
staff using the TV system. 
_ A joint grand rounds was shared each week 
by the professional staff members and sis- 
dents of both institutions. Respoasibility for 
content alternated between NPI and tae 
Norfolk State Hospital. The pres2ntations af 
NPI’s series of distinguished visiting lecturers 
were transmitted by two-way television to te 
state hospital from the NPI auditorium. 


Patient Services 


Improvement in services to state hospital 
patients was accomplished in several wars. 
For example, since the state hospital did not 
have a staff neurologist, an NFI neurolog st 
provided his services each week via TV. Early 
studies indicated that it was possible to cb- 
serve reasonably detailed neurological 
examinations on television. EEGs could ako 
be read quite easily with inexpensive equip- 
ment. 

Consultation was also given on request in 
psychosomatic medicine, child psychiatry, 
and speech evaluation. These practices in ef- 
fect increased the staff available to the izo- 
lated state hospital by making the profes- 
sional staff of NPI readily available. 

Because of the acute shortage of psychia- 
trists at Norfolk, ward administration proved 
to be one of the most effective uses of ize 


-system (1, 4, 7, 8). Beginning in January 


1965, on a 35-bed security ward for women, 
an Omaha psychiatrist used two-wav tele~i- 
sion to talk and work with state hospital ward 
personnel and patients for 30 minutes each 
day. His goals were to achieve better patient 
management by adequate medication and to 
change the attitudes of the ward personr.al, 
who thought of themselves as custodiazs 
rather than as therapists. The long-distanze 
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ward administration brought a rapid change 
in this situation. 

As the program progressed, three NPI 
psychiatrists administered ten wards at Nor- 
folk. The total inpatient population at the 
state hospital dropped from 900-plus in 1965 
to 476 in December 1968. The state hospital 
administration felt that the treatment pro- 
grams set up by the TV psychiatrists were 
certainly contributing factors in this de- 
cline (3, 9). 

Patient services were also improved by 
using the system about eight hours each week 
to enable patients to see and talk with their 
relatives in the Omaha area. Distance, in- 
convenient public transportation, expense, or 
health and family problems frequently pre- 
vented patients’ families from traveling to 
Norfolk, so the TV visits were important in 
helping the “hospitalized patient remain an 
active member of the family. 

Progress was also made toward the goal of 
facilitating and encouraging research. Staff 
members at both institutions used the two- 
way system to discuss their investigations, to 
share advice on research design, and to pre- 
sent research findings at seminars and staff 
meetings. 


The Present Network 


A new medical television system in Ne- 
braska currently connects three Veterans 
` Administration hospitals and the University 
of Nebraska Medical Center. The VA hospi- 
tals are in Omaha, Lincoln (55 miles from 
Omaha), and Grand Island (150 miles from 
-Omaha). The switching center of the network 
is located at the Omaha facility. Studios at 
the medica! center are located at NPI and at 
University Hospital. The system was formal- 
ly established in 1968 through an agreement 
between the university and the VA to ex- 
change medical information. 

During 1970 this system was in use for 
1,267 hours. Approximately 68 percent of the 
time was spent in educational activities, 25 
percent in patient care functions, and seven 
percent for miscellaneous purposes. 

In patient care, consultations with special- 
ists in Omaha have expanded the services of 
VA hospitals.. Many of the hospital depart- 
ments use the television network for regular 
conferences to discuss common problems and 
exchange case information. The VA psychi- 
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atric services use the electronic connection 
with NPI for a variety of treatment and 
training activities. 
Educational uses of the system have in- . 
cluded psychiatric orientation of VA staff 
members and trainees through formal lec- 
tures and supervisory meetings with spe- 
cialists, staff members, residents, medical 
students, and other trainees at NPI. In non- 
psychiatric areas, in-service training courses 
for nurses have been held over television. 
Monthly two-way TV training conferences 
for ambulance drivers and other emergency 
care personnel drew wide participation from 
communities surrounding the hospitals. 


Pros and Cons 


The greatest advantage of the, two-way 
television systems is obvious: They help ac- 
complish goals. Other advantages are found 
in shrinking miles, in increasing the number 
of available staff members at participating 
hospitals, and in improving interpersonal and 
interinstitutional relations. 

Of course, there are disadvantages. Some 
staff members at all of the institutions were at 
first hesitant to participate in the TV pro- 
grams. In most instances a single use of the 
system removed this hesitation (1). In the 
Norfolk project, patients and relatives were 
most receptive to the electronic communica- 
tion. Records of patient-relative visits show 
that only one patient, a geriatric case, found 
the television upsetting. 

There are still technical problems to be 
overcome if two-way television is to be an 
undemanding, unobtrusive communications 
tool. Sound pick-up and camera operation 
with large groups are more complicated and 
require more skill from the technician than 
small group or individual presentations. In all 
person-to-person uses the equipment was 
unattended. 

Costs must also be considered a drawback. 
Transmission charges between Omaha and 
Norfolk were approximately $48,000 a year. 
Had the system been used during every 
available hour, the service would have cost 
approximately $5.50 an hour. Obviously, it is 
nearly impossible to use such a facility on a 
24-hour basis. Specialized equipment could 
have been added to make possible the 
transmission of many kinds of information in 
the idle hours, but in this case the added costs 
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were prohibitive and the demands limited. 

Another possibility for lessening the fi- 
nancial burden would have been to share the 
facilities with other institutions between 
Omaha and Norfolk. However, this might 
have led to a “‘party-line” situation, with dif- 
ficulties in scheduling and a lack of privacy. 

There is no doubt that biomedical uses of 
common carrier television services must in- 
crease despite costs. If this occurs, an ade- 
quate network of transmission facilities will 
blanket the country. .This should lower 
common carrier rates. It is also probable that 
other communications firms will see fit to 
invest their capital in such systems. 

The possibility of the University Medical 
Center’s building and operating its own mi- 
crowave facility has often been discussed. In 
1963, when the Norfolk long-distance project 
was planned, this was neither economically 
nor technically advantageous. Microwave 
engineers were not plentiful in Nebraska at 
that time and are still in short supply. A med- 
ical network requires a reliable system. 


Conclusions 


Two-way television has considerable po- 
tential for extending health education and 
health services beyond the confines of the 
medical center to local and distant institu- 
tions, clinics or community hospitals, and 
perhaps eventually to the physician’s office, 
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the high school counselor, or the small-town 
PTA meeting. Like all communications 
tools, it will be effective in direct proportion 


to the amount of careful planning put into se- 


lecting the best system, determining appro- 
priate uses, and encouraging interest end 
participation, both within the medical center 
and with individuals, groups, or institutions 
beyond. 
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Psychogenic Water Intoxication: A Case Report 


BY MICHAEL W. DEVEREAUX, M.D., AND RUTH A. McCORMICK, M.D. 


The authors describe a case of a 41-year-old 

schizophrenic woman who was treated for 
water intoxication due to compulsive water 
drinking. The patient presented in a coma, 
with convulsions and evidence of congestive 
‘heart failure. The authors describe her 
treatment in detail and believe that she ap- 
peared to have the most severe case of water 
-intoxication of any reported thus far. 


SYCHOGENIC water intoxication is an 

uncommon syndrome, but it is -not 
unknown in the medical literature (1-4). The 
purpose of this article.is to present an extreme 
example of the syndrome and to briefly re- 
view the literature. l 


Case Report 


B.L. is a 4l-year-old Mexican-American wo- 
man who presented to the Neurology Admitting 
Service of the Los Angeles County-University of 
Southern California Medical Center in-the throes 
of a generalized grand mal convulsion. No imme- 
diate history was available since her family could 
not be reached. Her hospital chart revealed a past 
history of paranoid schizophrenia, chronic alco- 
holism, and a seizure disorder thought to be 
secondary to ethanol abuse. The patient was given 
100 mg. of diphenylhydantoin and 100 mg. of 
phenobarbital, intramuscularly. Physical exami- 
nation in the immediate postictal period revealed 
that she was comatose with no signs of head 
trauma or focal neurologic deficits. An equivocal 
Babinski’s sign was present bilaterally. A general 
physical examination was normal except for scat- 
tered rhonchi. A blood sample was taken for rou- 
tine laboratory determinations and the patient was 
observed. 


At the time this work was done, Dr. Devereaux was 
Chief Resident, Department of Neurology, Los Angeles 
County-University of Southern California Medical Cen- 
ter, Los Angeles, Calif. Currently, the authors are both 
with the University of Southern California School of 
Medicine, 2025 Zonal Ave., Los Angeles, Calif. 90033, 
where Dr. Devereaux is Instructor in Neurology and Dr. 
McCormick is Associate Professor of Neurology. 
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Several hours after the seizures, the patient 
could still not be roused. A lumbar puncture re- 
vealed clear cerebrospinal fluid, with an opening 
pressure of 250 mm.; an echoencephalogram was 
normal. The patient began demonstrating decor- 
ticate posture ' shortly after these two tests were 
performed. The blood chemistry tests taken on 
admission showed the following results: serum 
sodium—less than 100 mEq./liter, blood urea ni- 
trogen—2 mg./100 cc., potassium—3.4 mEq./ 
liter, glucose—126 mg./100 cc., and bicarbonate ? 
—21 mEq./liter. A portable chest X ray showed 
perihilar congestion compatible with pulmonary 
edema. The patient was intubated, and intermit- 


tent positive pressure breathing was started. An 


indwelling catheter yielded only a small amount of 
urine, with a specific gravity of 1.000. A venous 
cutdown was. performed and the central venous 
pressure was 15 cm. of water. 

The patient was given 25 gm. of mannitol over a 
20-minute period. She was also given 250 mg. of 
diphenthydantoin and 100 mg. of hydrocortisone, 
intramuscularly. Following diuresis and a drop in 
the central venous pressure, she was given 250 cc. 
of three-percent hypertonic saline solution over a 
four-hour period. This was followed bya second 


_ dose of 250 cc. over a 20-hour period. At this time 


her serum sodium level was 121 mEq./liter. When 
this treatment was instigated, the serum osmolali- 
ty was 207 mOsm./kg. and the urine osmolality 
was 0 mOsm./kg. This latter value was falsely low 
due to contamination by a bladder irrigant. 

The family was finally contacted 24 hours after 
the patient’s admission. The patient’s husband 
stated that he told her three weeks before her ad- 
mission to stop drinking alcohol or he would leave 
her. She responded by stopping her consumption 
of alcohol, but shortly thereafter began drinking 
large quantities of water. The husband observed 
that she rarely left the kitchen during this period. 


' Decorticate posturing consists of flexion of the arm, 


wrist, and fingers with adduction in the upper extremity, 
and extension, internal rotation, and plantar flexion in 
the lower extremity. In this patient, it suggests dysfunc- 
tion of the cortical spinal tracts bilaterally above the 
brain stem. This posturing can be seen with destructive 
lesions of the internal capsule as well as in metabolic 
disorders. 


? Bicarbonate refers to the level of carbon dioxide in 
the blood. 
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She had no history of previous episodes of exces- 
sive water intake. 

The patient remained comatose for 36 hours 
following admission and was decorticate most of 
the time. Upon awakening, she was noted to be 
grossly psychotic and was started on large doses of 
chlorpromazine. The neurologic examination was 
normal. Controlling her intake of water proved to 
be a problem: on numerous occasions she was 
found drinking from other patients’ water con- 
tainers and from flower vases. 

An electroencephalogram, a brain scan, and a 
pneumoencephalogram were normal. An angio- 
gram performed during a previous admission had 
been normal. The patient was later discharged to a 
psychiatric institution, ` 


Discussion 


The term “water intoxication” was made 
popular by Roundtree (5), who used it to de- 
scribe the symptoms of increased neuroexcit- 
ability produced: by the sudden dilution of 
body solutes through the excessive intake of 
water. The causes of water intoxication are 
several. Most often it occurs as a result of 
. overzealous postoperative intravenous hyper- 
tonic fluid. therapy, usually in the young and 
in the aged (1, 6). It has also been reported in 
association with patient-induced enemas and 
proctoclysis (7-10). 

Still another cause, compulsive water 
drinking, has been described in the medical 
literature (1-4, 7). It has been defined by 
Barlow and DeWardener (2) as excessive 
consumption of water due to a psychological 
disturbance. Whatever the etiology of the in- 
toxication, the symptoms are virtually the 
same. They are primarily neurological and 
consist of headache, reduction in awareness 
and responsiveness, tremulousness, coma, 
and convulsions (10). Coma and convulsions 
did not occur in any of the cases reviewed 
when the sodium level was greater than 123 
mEq. /liter. 

The pathophysiology of the symptomatol- 
ogy is cerebral edema (9, 11, 12). The hyper- 
tonicity of the extracellular fluid produced by 
increased water intake results in an osmotic 
gradient that drives water intracellularly. 
This is obviously not confined to brain tissue 
and occurs in other major organs. Baskin and 
Keith (13) pointed out that the absolute con- 
centration of serum sodium bears no relation 
to the production of neurologic symptoms; 
rather, the rate of change in solute concen- 
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tration appears to be the critical factor. 

The case report presented here differs from 
other reported cases of psychogenic water in- 
toxication in one respect: the woman’s climi- 
cal condition was more severe and her labo- 
ratory findings were more deranged than in 
any of the cases reviewed. Not only was shein 
a coma, with convulsions anc decorticete 
posturing, but she also showed 2vidence of 
congestive heart failure (i.e., elevated central 
venous pressure and pulmonary edema). = 

Patients presenting with less severe clinical 
and laboratory findings can be treated ccn- 
servatively, with fluid restriction aš the cot- 
nerstone of therapy. If seizures 3ccur, anti- 
convulsants should be used. In severe cases 
therapy must be more aggressive. Diuret.cs 
are important both to produce diuresis and to 
reduce cerebral edema. Hypertonic saltne 
solutions can also be administered. Wren 
these solutions are given, great care must be 


_exercised and monitoring of certral vencus 


pressure is essential. If the patient is in con- 
gestive heart failure, the use of hypertotic 
saline solution is, of course, extremely haz- 
ardous. Before hypertonic saline was stared 
in this patient, diuretics were ziven, gcod 
urine Output was established, anc the patiant 
was intubated and receiving Sener) ZS- 
sistance. 


Summary | | 
| 
t 


A 4l-year-old schizophrenic woman was 
recently treated at Los Angeles Courty- 
University of Southern California Medical 
Center for water intoxication due to comrul- 
sive water drinking. She presented in a coma 
with grand mal seizures and evidence of can- 
gestive heart failure. Her-histozy, obtained 
later, revealed a two-week course of comrul- 
sive water drinking prior to admissgzon. 
Therapy consisted of diuretics, anticonvul- 
sants, intravenous hypertonic saline solutson, 
and ventilatory assistance. Central ven2us 
pressure was also- monitored.The vatieat’s 
recovery was complete, and ske was later. 
transferred to a psychiatric hospizal. 

A brief review of the literature showed 
compulsive water drinking to be an uncom- 
mon but not an unknown cause of water in- 
toxication. This case appears to be the most 
severe of any reported to date. The patno- 
physiology of the symptomazclogy of the 
central nervous system is cerebra. edema. 
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LETTERS TO THE EDITOR 





Reaching Black Professionals 


SIR: I should like to respond to Dr. Viola Ber- 
nard’s article entitled “Interracial Practice in the 
Midst of Change” (February 1972 issue). Dr. 
Bernard, in my opinion, has perceptively clarified 
the black man’s anger toward the white majority 
and has not merely interpreted the situation as an 
overemphasis of the racial question by the 
analyst (1). 

My second comment concerns Dr. Bernard’s 
discussion of “‘institutionalized racism.” In her 
article she states that *. . . because of institu- 
tionalized racism their number [black psychia- 
trists] is still so disproportionately small that the 
interactions among black and white psychiatrists 
in all of these fields is insufficient... .” I happen to 
follow a major black publication entitled The 
‘Journal of the National Medical Association. 
From reading Dr. Bernard’s article, I feel that she 
would like to increase the number of interactions 
between black and white mental health profes- 
sionals. To do this I believe it would be more pro- 
ductive to publish an article with this theme not 
only in a journal read predominantly by white 
professionals, but also in a journal that receives the 
enthusiastic support of black professionals. 


The reference is: 


1. Bernard VW: Psychoanalysis and members of mi- 
nority groups. J Amer Psychoanal Ass 1:256~267, 
1953 


L. H. Lipsius, M.D. 
Atlanta, Ga. 


Dr. Bernard Replies 


Sir: I appreciate the comments of Dr. Lipsius 
regarding my articlè. His suggestion that it would 
be more productive to publish such an article in the 
Journal of the National Medical Association war- 
rants, I believe, a two-fold response, i.e., a more 
specific and a more general one. 

Specifically, with regard to this particular arti- 
cle, the background of its publication in The 


American Journal of Psychiatry seens pertinent. 
Dr. Hugh Butts, a colleague who :s a black psv- 
choanalyst, invited me, in his capacity as a mem- 
ber of the APA Program Committee, te partizi- 
pate in an interracial panel discussior on racism to 
be held as a joint session of the American Psy- 
choanalytic and American Psychiatric Assoc:a- 
tions at the annual meeting of the American Fsy- 
chiatric Association in Washington, D.C., May 
1971. In accepting I was particularly pleased that 
this panel was itself an instance of professicnal 
interaction among black and white psychiatrists, 
both among the panelists and among tkose 
attending the session, a number of whom partici- 
pated in the discussion. All papers that are pre- 
sented at APA annual meetings become the prop- 
erty of the Association and cannot be published in 
a publication other than the Journal until ead 
unless the author is notified that his or her paper is 
rejected or is released for publication elsewhere. I 
was pleased that my manuscript wes accepted by 
the. Journal becausé it has the widest circulation 
among psychiatrists, black as well as white, and so 
its publication also served as a means of interracial 
interaction. 

On the more general question that Dr. Lipsius 
mentions, I am not sure that it wculd be “more 
productive” to have published my article in the 
Journal of the National Medica! Asscciation— 
were that journal to accept it—since I believe The 
American Journal of Psychiatry does have an in- 
terracial readership and, in contrest to NMA’s 
journal, concerns the specialty of psychiatrists, Zor 
whom this paper was intended, rether than the 
whole field of medicine. 

On the other hand, I fully agree with Dr. Lipsius 
that conveying my paper’s theme through che 
Journal of the National Medicai Associatior as 
well as The American Journai of Psvchietry weald 
further serve the purpose of increased intercom- 
munication between black and white professionals. 
It would be a welcome by-product of my paper if 
this correspondence might stimulete the writinz of 
such a paper and its acceptance ty the Journas of 
the National Medical Association. 


VIOLA W. BSENARD, M.D. 
New York, N. Y. 


Letters to the Editor are welcomed and will be published, if found suitable, as space permits. Plzase 
submit two copies (typewritten, double-spaced), the length, if possible, not to exceed 5C0 words. Leiters 


will be subject to the usual editing. 
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Goiter in Psychiatric Patients 


Sir: Dre. Ronald Fieve and Stanley Platman in 
their artic.e “Follow-Up Studies of Lithium and 
Thyroid Function in Manic-Depressive Illness” 
(April 1969 issue) reported that in a group of 13 
manic-depzessives who had been receiving imip- 
ramine colorscans revealed goiters in four pa- 
tients and thyroid nodules in another three. None 

-of the goiters was “‘clearly palpable.” 

In a group of 29 patients with recurrent affective 
disorders s:udied at St. Patrick’s Hospital in Dub- 
lin, Ireland, and described elsewhere (1), four had 
clinically observable goiters and another two had 
had thyrcidectomies. The group had had a mean 
episode frequency of 2.55 new episodes of affective 
disorders a year for at least four years prior to 
examination. 

The high incidence of goiter in Fieve and Plat- 
man’s group and in the St. Patrick’s Hospital 
group stimulated us to make a survey of goiters in 
psychiatric patients admitted to St. Patrick’s 
Hospital. 

Two hundred patients admitted consecutively to 
the hospital were examined for goiter by inspection 
and palpation. Among these, eight (four percent) 
had goiters. Two of the goiters were nodular; one 
of them was in a patient who had had a thyroidec- 
tomy. In the remaining six patients, the goiter was 
visible but not pronounced. Of the 118 male pa- 
tients, one (0.8 percent) had goiter; of the 82 fe- 
male patien:s, seven (8.5 percent) had goiter. All 
patients were clinically euthyroid. 

Of the 200 patients, 106 suffered from manic- 
depressive-type disorders (International Classifi- 
cation of Diseases categories 296.0, 296.1, 296.2, 
and 296.3) (2); five (4.7 percent) of the goiters were 
found in this group. The remaining three (3.2 per- 
cent) goiters were found in the 94 patients who 
suffered from other psychiatric disorders. The 
slightly highzr incidence of goiter in the manic- 
depressive-ztype patients is explained by a relatively 
higher proportion of female patients in the manic- 
depressive group (55 men and 51 women), as 
compared tc the total group (118 men and 82 
women). 

The overa l incidence of goiter in the 200 pa- 
tients is not greater than that noted in Irish popu- 
lations in the past (3). However, data on contem- 
porary adult Irish populations are not available. 

The present study does not show the high rate of 
goiter previously found in a St. Patrick’s Hospital 
group of 29 vatients who had recurrent affective 
disorders. Possibly this earlier high rate was due to 
chance, or alcernatively, the discrepancy between 
the two observations may be due to the fact that 
the first group consisted of patients with recurrent 
affective discrders showing an unusually high 
episode frequency. The episode frequency of Fieve 
and Platman’s group of manic-depressives who 
had a high rate of goiter is not given. However, as 
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they pointed out, the high rate that they found may 
be explained by their use of a sensitive method of 
examination, the colorscan. 

It is suggested that further surveys of goiters in 
patients with recurrent affective disorders with 
high episode frequencies may be worthwhile. 


The references are: 


l. Melia PI: Prophylactic lithium: a double-blind trial 
in recurrent affective disorders. Brit J Psychiat 
116:621-624, 1970 

2. Registrar General’s Advisory Committee on Medi- 
cal Nomenclature and Statistics: Studies on medical 
and population subjects, no 22, in A Glossary of 
Mental Disorders. London, Her Majesty’s Sta- 
tionary Office, 1968 

3. World Health Organization: Endemic Goiter. 
Geneva, WHO, 1960 


PATRICK MELIA, M.D. 

KENNETH SINANAN, M.D. 

FRANK ©’ DONOGHUE, M.B. 
Dublin, Ireland 


Schizophrenia and Affective Psychosis: 
Additional Comments 


Sir: The paper “Can Schizophrenia Change to 
Affective Psychosis?” by Drs. Ziskind, Somerfeld, 
and Jens (September 1971 issue) contained inter- 
esting but hardly’ original observations. Whereas 
the authors’ careful documentation of a change 
from schizophrenia to affective psychosis is a new 
contribution, I was surprised that, in their search 
of the literature, they overlooked the chapter 
“Clinical Features of Schizophrenia” in the 
Comprehensive Textbook of Psychiatry (1). In it 
Dr. Heinz Lehmann writes: 


The author’s own observations do not confirm 
the widely accepted psychiatric teaching that a 
diagnosis of manic-depressive psychosis is often 
changed later to one of schizophrenia but that 
the opposite never occurs. During more than two 
decades at a psychiatric hospital serving the en- 
tire English speaking population of the bilingual 
Canadian province of Quebec, he has many 
times changed an early diagnosis of schizo- 
phrenia made during the first one or two attacks 
into a diagnosis of manic-depressive psychosis 
during subsequent psychotic breakdowns (1, p. 
644). 


The authors might also have credited Dr. 
George Vaillant’s observations of patients fol- 
lowed-up for many years after an original diag- 
nosis of schizophrenia (2). 

My experience has been similar to that of Dr. 
Lehmann. In 14 years of residency training and 


-practice, I have treated three patients whose early 
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presentation was clearly schizophrenic and whose 
later breakdowns were typically manic or de- 
pressive. 

The authors may be interested in a recent arti- 
cle (3) that refers to two French papers (published 
in 1959 and 1961) describing changes in psychotic 
symptoms similar to those described in their pa- 
per. 


The references are: 


1. Lehmann HE: Schizophrenia, IV: clinical features, in 
Comprehensive Textbook of Psychiatry. Edited by 
Freedman AM, Kaplan HI. Baltimore, Williams & 
Wilkins Co, 1967, pp 621-649 

2. Vaillant GE: The natural history of the remitting 
schizophrenias. Amer J Psychiat 120:367~376, 1963 

3. Cerrolaza C, Cleghorn RA: Atypical psychoses. 
Canad Psychiat Ass J 16:507-514, 1971 


PAUL C. S. HOAKEN, M.D. 
Kingston, Ont., Canada 


Drs. Ziskind, Somerfeld, and Jens Reply 


Sir: We would like to thank Dr. Hoaken for the 
additional references. They tend to support a not 
uncommon occurrence in patients originally 
diagnosed as schizophrenic and later as manic- 
depressive. However, our patients presented a 
unique picture. To begin with, they were essentially 
all clinically similar. In the first years, each had 
several schizophrenic episodes requiring hospi- 
talization. Then they all underwent a very gradual 
change in the direction mentioned, namely, toward 
affective psychosis. The transition also took place 
through numerous interval attacks and under the 
administration of combined somatic therapies, 
including both anti-schizophrenic drugs such as the 
phenothiazines, and antidepressants such as the 
triptylines and lithium. 

Space limitations did not permit a fuller picture 
of the patients’ prepsychotic histories than those 
presented in the article. There were both autistic 
and predominant affective premonitory symp- 
toms. As to the clinical pictures in the early hospi- 
talizations, closer examination strongly suggests 
that from the start we were really dealing with 
combined schizophrenic and affective psychoses. 
In addition, the patients’ family histories revealed 
that there were other members who had had both 
types of psychoses. 

The hyperacute onset of the early breakdowns 
pointed to a good prognosis. However, the pre- 
monitory symptoms contained elements of mixed 
prognostic portent. 

We believe that psychiatric diagnosis will receive 
further clarification if attempts are made to single 
out the combined individual] syndromes presented. 

The treatment-contingent aspects of the changes 
we reported need to be reemphasized. This par- 
ticular illness sequence reflected over the years the 
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historical development of various therapies. 
Originally, we had primarily the shock <herapizs; 
then came the phenothiazines and thz antide- 
pressants. Subsequently lithium entered the pic- 
ture. There was also the transition “rom hospital- 
based therapies to outpatient maintenaxce 
therapies, first with therapeutic convulsive treat- 
ments and later with medications. The develop- 
ments are closely related to the sequences in the 
long history of remitting illness presented by zur 
patients. 


EUGENE ZISKIND, M.D. 
ESTHER SOMSEFELD, M.D. 
Rut Jens, M.D. 

Los Angeles, Calif. 


Psychiatry as a Medical Specialty | 


Sir: When I was in medical school, it seemed 
that colleagues chose to specialize in psychiatry for 
one of two major reasons: either they were zri- 
marily interested in the causes anc treatmert of 
disturbed behavior, or they sought to flee as far as 
possible from the role of physician and framework 
of medicine. 

Depending upon where and when one looks, one 
finds psychiatry and its practitioners at varizole 
distances from the mainstream cf clinical medi- 
cine. With distance comes ar. unfortunate loss of 
opportunity for psychiatry to share its ‘expertise 
with allied healing arts—a loss inevitably passed 
on to patients. 

The day of the “complete” physician iS sast, 
Knowledge has exploded, and medicine has divided ` 


-and subdivided like a fertilized ovum. However, 


for a multicellular organism to remain viable, it 
must retain all the functions of its simpler anzes- 
tors. The old family doctor practiced psychol=gi- 
cal medicine, knew of the “feed>eck loops’ be- 
tween psyche and soma, could effectively use the 
few sedatives available, recognized sudden behav- 
ior changes as pathophysiologic heralds, and, zer- 
haps most importantly, saw the patient as a zer- 
son. Now that the general practitioner has evo_ved 
into a team of specialists, the psychiatrist must be 
included as an integral team member, both as the 
specialist in behavior and as a humanizer of the 
system. | 

But why is there ever a rift between dsychiatry 
and other specialties? If his function is so vital, why 
is the psychiatrist not always invized in, and, i? in- 
vited, wny does he not always accept? In the first 
place, as I stated earlier, some psychiatrists find an 
identification as physician undesirable, whether 
because of discomfort with the stuff of biology or 
with the medical model. Second, many physic-ans 
are threatened by their own fantasies about psy- 
chiatrists or are uncomfortable about anything in 
their patients that would be “grist” for psychia- 
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trists’ “‘mills.”” There is also a third factor, which is 
more easily remediable. It concerns the relevance 
of the information we have been transmitting. 

The psychiatrist’s contact with other physicians 
begins in medical school and continues in the gen- 
_eral hospital. While there are vital areas of knowl- 
edge and experience to be communicated, what is 
taught in the schools and followed through with 
consultation in the hospitals is often irrelevant to 
the needs cf a nonpsychiatrist. A first-year medi- 
cal class was informed that their peering through 
microscopes met a scoptophilic need that arose in 
the oedipal stage. A fourth-year student, inquiring 
about the evidence for a psychoanalytic theory, is 
met with an interpretation of his need to question 
authority. A medical house officer is given an ele- 
gant psychodynamic formulation of his patient’s 
personality development but finds that his consul- 
tant left no clue about how to get the patient to 
take his medicine. 

There are several essential areas that psychiatry 
must teach in the medical school and reinforce 
through liaison work in the hospital: 


: 1. Psychopharmacology. Drugs falling under 
this heading are widely misused and are prescribed 
so frequently that they achieve a multimillion- 
dollar annual volume. Advertising is frequently 
misleading ‘since alcoholism is much more com- 
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mon than schizophrenia, effective antipsychotic 


agents are often advertised for uses of questionable 
efficacy). While the general categories of these 
agents and their indications and precautions are 
few and simple, the marketplace has given rise to a 
plethora of minor variants that confuse those who 
are unfamiliar with the drugs. Every physician can 
and should be familiar with one or two anti- 
psychotic, mood-affecting, and anti-anxiety agents. 

2. Differential diagnosis of psychiatric syn- 
dromes. The heavy advertising for drugs that 
purport to treat both anxiety and depression shows 
the confusion over psychiatric nosology. It is not 


important for a general physician to distinguish - 


passive-aggressive from passive-dependent or to 
recognize anal retention syndromes. However, it is 
critical to know, for example, the signs and symp- 
toms of major depressions (because they are dan- 
gerous and can be treated), to inquire as to suicidal. 
thoughts, and to recognize impending psychosis. 

3. Mental status exam. All too often this simple 
and vital portion of the physical examination is 
neglected or uninterpreted. To distinguish a toxic 
delirium from an acute psychosis is to sharpen 
one’s acumer. in an area vital to patient care. 

4. Relating to patients. Too frequently, doctors 
do not hear the real message in a patient’s com- 
munication (e.g., repetitive requests for reassur- 
ance masking fear of cancer) or react intuitively to 
a patient’s d:scomfort without understanding the 
underlying causes (e.g., hostility belying appre- 


hension). Helping a physician listen to his patients 
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and deal with his feelings toward them should be 
the function of the psychiatrist. 

5. Humanizing the practice of medicine. Here 
we return to the classic description of the doctor’s 
role: “to cure sometimes, to help often, and to 
comfort always.” When the team approach, par- 
ticularly in the academic setting, leans to seeing 
the patient as a disease or as an organ system, the 
psychiatric member must serve to remind his col- 
leagues of the raison d’être of the medical profes- 
sion and its position in society. 

We are at a time in history when our system of 
health care delivery is being questioned, when tra- 
ditional roles are being reevaluated, and when 
medical education is being reoriented. Psychiatry, 
too, is engaged in this questioning about its role in 
the field of mental health and in general medicine. 
I have tried to outline why I feel medicine needs 
psychiatry as an integral part of its structure. I also 
feel that our field has much to gain from a close 
alliance with the other clinical areas. But most 
important, our obligations to a society that looks 
to us to mend some of its wounds will best be met 
by a health care system that functions with a bio- 
logical integrity. 


ALAN J. GELENBERG, M.D. 
Boston, Mass. 


Establishment of a Psychotherapy Training 
Department at Tel-Aviv University 


Sir: Over the past many years a need has be- 
come apparent for an Israeli institute that would 
provide further training in the theory and practice 
of psychotherapy. After a lengthy period, the Tel- 
Aviv University agreed-to set up a Department of 
Psychotherapy within its Division of Continuing 
Medical Training, which in turn is associated with 
the medical school .of the university. Professor 
Briill (head of the Department of Psychiatry) was 
appointed head of this department. A board of 
advisors was selected from various university de- 
partments such as psychology, behavioral sciences 
in the medical school, the School of Social Work, 
and the Ministry of Health and Malben. The insti- 
tute has two active “friendly” committees: The 
American group is headed by Dr. Amnon Is- 
sacharoff and the South American group is headed 
by Dr. Leon Grinberg. An education committee, 
Professor Alberta Szalita, chairman, undertook 
responsibility for the development of a compre- 
hensive training curriculum in psychotherapy. 

The institute accepted its first class of 21 stu- 
dents out of 53 applicants; these students began 
their studies in the 1971 fall semester. 

The first-year program consists of three broad 
training areas: i 

i. There is a series of didactic two-hour lectures 
over the course of the academic year. 
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2. The students have been divided into three 
groups for the purpose of continuing case semi- 
nars. Each group meets for two hours once a week 
and follows a program of intensive group supervi- 
sion and discussion of cases. 

3. Each student carries a case load of one or two 
patients and has selected a supervisor with whom 
he meets at least once a week for one-hour ses- 
sions. 

The second-year program, while still to be elab- 
orated, will include intensive training in the areas 
of family, group, child, adolescent, and adult 
therapy. The third-year program will be available 
for specialization in at least one or more of these 
fields. 

Professor Szalita opened the first year with 
three four-hour meetings that included both di- 
dactic and group supervision sessions. 

The institute is based on a concept of integrated 
eclecticism and'is thus not tied down to any one 
specific therapeutic ideology or body of sys- 
tematically or rigidly applied concepts by which 
man is to be understood. Rather, it provides a 
context within which the basic principles of human 
understanding and help can be explored. The ne- 
giect of a fixed ideology does not mean and, one 
hopes, will not mean that the institute will at-any 
time adopt less rigorous standards in its judgment 
of training procedures or in the practice of psy- 
chotherapy. 

Parallel to the training of students, an intensive 
self-help and retraining program exists for faculty 
supervisors who, together with the group leaders 
and invited lecturers, constitute the faculty of the 
institute. 


A philosophy of multidisciplinary selection was 


adopted, and the student body includes physicians, 
psychologists, and social workers, all graduates in 
their profession. This wide range of students pro- 
vides at least a partial promise of differential 
pressure on faculty. Because it represents very real 
areas of interest, this in itself should help call forth 
faculty response. The wide selection of faculty 
members from differing schools and professional 
allegiances also shows promise of greater future 
cohesion in a presently fragmented professional 
area. 

The challenge of the future remains, but current 
uncertainty often acts as a spur to future creativi- 
ty. Lacking tradition, it is the hope of the institute 
that this creativity will be that which will forward 
it. 


E. H. ROSENBERG, PH.D. 
Tel-Aviv, Israel 


' The Mini-Boards: Their Place in 
Psychiatric Training 


4 


Sır: The March 1972 issue contained two arti- 
cles by Dr. David E. Raskin: “‘Mini-Boards: A 
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Means of Evaluating Psychiatric Residents” ard 
“Psychiatric Training in the 70s—Toward a Saft 
in Emphasis” (Editors Notebook’. The lat er 
comments I would feel were pertinent to cur 


‘training status in 1972, but I found the article on 


the mini-boards to be very disconcerting. 

After carefully reading about the mini-3oards, | 
cannot help but feel that Dr. Raskin is sayiag: 
“Let’s train residents to pass the Boards.” I fel 
very strongly the changing role of psychiatry sirce 
I work full-time in-a community mental heath 
program. I would fully agree that a psychiatrist 
must be well trained in dynamics, history, and 
other areas currently covered by the APA Self- 
Assessment Program and the Boards, but is mis 
where our training and evaluation shculd stop? 

In psychiatry today, we can no .onger separ ite 
the medical from the social, we must train psy- 
chiatric residents to be qualified leaders in attacx- 
ing the defects in our environment that play suca a 
large part in the etiology of our current emoticaal 
problems. Proper training must invo.ve not on_/ a 
study of the individual, but also of his social sar- 
roundings and of the methods for changing both io 
be compatible. Our training programs must zx- 
pand to include such skills as community orgari- 
zation, the assessment of social structure, aad, 
certainly, methods of program evaluation. 

The challenge for the educator lies not in traga- 
ing residents for the Boards but in making he 
training and evaluation process pertinent to today. 
We must review the goals of psychiatry; wren 
these are established, we can then maxke our exari- 
nations and training meaningfully directed towerd 
creating individuals who can help us achieve cur 
objectives. 


J. ALBERT BAXTER, M.C 
Sarem, Gre. 


Dr. Raskin Replies 


Sir: I was not advocating training resiGents :o 
pass the Boards. If this was the impression my ar- 
ticle created, I am grateful to Dr. Baxter for giving 
me an opportunity to clarify the matter. 

The major goal of the mini-board exam is <o 
provide an evaluation of a resident’s clinical ski Is, 
knowledge, and judgment. The move’ traditiamal 
psychotherapy process-note evaluation is not <n 
adequate tool for this. The content of the mini- 
boards should include the areas cf social acd 
administrative psychiatry. In discuss:ng the eva u- 
ation and treatment of an indivicual or famry, 
social and environmental issues must be zarefuiy 
considered. 

The mini-board examination is a good prepara- 
tion for the Board format. The mini-board exe, 
unlike the American Board exam, provides a less 
formal setting, with immediate feedback abcut 
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strengths and problem areas..As the content areas 
of psychiatry enlarge and change, they should be 
reflected in the Board exams and in the APA Self- 
Assessment Program. 

I do feel, as.I stated in ii editorial, that psy- 
chiatrists.need to begin to define their role as psy- 
chiatrists in community mental health centers. 


Community mental health is an interdisciplinary 


mental health delivery system, and psychiatrists 
and all other mental health professionals must de- 
cide on role-specific and shared functions. 


Davin E. RASKIN, M.D. 
Chicago, Il. 


Psychiatric Training—the Center Must Hold 


Sir: Reading the editorial comments of Dr. 
Morton Reiser (“Training for What?”) and of Dr. 
David Raskin (“Psychiatric Training in the 70s— 
Toward a Shift in Emphasis”) (March 1972 issue) 
reminded me of the now-popular quote from 
Yeats: “Things fall apart, the center cannot hold.” 
Like Reiser and Raskin, I feel things must change 
but need not fall altogether apart. In these times 
when the center must hold, it helps to say the ob- 
vious about what the center of psychiatry is. Here 


is one brief, obvious, and even banal statement of ` 


what the core of training should be. - 

The trainee in psychiatry needs to learn how to 
go from clinical observation to clinical inference 
and back to clinical observation and intervention. 
This capacity can be. developed in relation to dif- 
ferent units of observation: the individual, groups, 
or organization networks. The sequence of obser- 
vation to inference and back is organized by two 
kinds of theory—phenomenological and explana- 
tory. 

Phenomenological theory informs us of the 
natural groupings of information as observed by 
others and, potentially, by ourselves. For example, 
in the classical medical model, it informs us of 
what signs end symptoms occur together in char- 
acteristic syndromes. There is also a phenom- 
enology of treatment: what syndromes change in 
what ways in response to what interventions. Ex- 
planatory theory informs us of what others have 
inferred as causes for the phenomenology. Thus, 
there are motivational, causative, etiological, 


metaphysical, multifactorial, dynamic, and other - 


kinds of explanatory theory. In the classical med- 
ical model these theories divide symptoms and 
signs into those which are primary (direct re- 
sponses to the etiological process) and those 
which are secondary (indirect responses and re- 
sponses to processes reactive to the etiological 
factors). Explanatory theories also allow us to de- 
vise treatments on a theoretical rather than on an 
empirical basis and to choose the critical signs or 
symptoms to observe for treatment effect. 
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Actually, we use explanatory and phenomeno- 
logical theories interactively because we believe in 
feedback between observation and inference. We 
know that observation is never independent of 
previous categorical sets, that observation leads to 
theories, which lead to recategorizations, which 
lead to revised observations, which lead to cate-- 
gorical revisions, which lead to sharper observa- 
tion for goodness of fit, and so forth. 

Therefore we want to do what David Raskin 
suggests in his editorial. “We must define a patient 
population relevant to our backgrounds... . that 
also reflects public health-mental health needs.” 
We should then take this population and ap- . 
proximate it to our students, teachers, and theo- 
ries, We teachers then must show the students how 
we observe this population, what phenomenologi- 
cal and explanatory theories guide inference, and 
how to “sew’’ back and forth, revising both obser- 
vation and inference. We must do this so that they, 
the trainees, learn to make new observations, as 
well as to consensually validate old ones, and so 
that they can revise or supplement theories as well 
as learn them. This is the center we must hold. 

In teaching the ‘“‘stitch” between observation 
and inference, -we would do well to follow the 
principle of moderation by avoiding the following 
extremes: 

I. Don’t inundate the trainees with service re- 
quirements, but don’t let the trainees retreat from 
patients (1). 

2. Don’t use teachers unfamiliar with the ob- 
servational experience, but don’t use teachers who 
are theoretical nihilists or zealots. 

3. Don’t provide only one kind of patient ex- 
perience, but don’t scatter the trainee across so 
many types of treatment experiences that he can 
make.only superficial contact with observation and 
theory. 

If we hold this center we can make progress not 
only in spite of, but also because of peripheral 
fluidity. 


The reference is: 


lL. Kubie L: Retreat from patients. Arch Gen Psychiat 
24:98-100, 1971 
MARDI J. Horowitz, M.D. 


San Francisco, Calif. 


A Correction 


Page 1503 of the June 1972 issue of the Journal 
contains an error in the article “Research on Stu- 
dent Activism” by Berns, Bugental, and Berns. 
Under paragraph 6, the last sentence should read: 
“A higher frequency (56 percent) of activists 
came from Jewish families than did activist- 
sympathizers (ten percent) or conservatives 
(none). The authors state that the chi square on 
this set of data, however, is correct as reported 
in the article. 
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HEALTH INSURANCE AND Psycuiatric CARE: UTILIZA- 
TION AND Cost. By Louis S. Reed, Ph.D., Evelyn S. 
Myers, and Patricia L. Scheidemandel. Washing- 
ton, D.C.: American Psychiatric Association, 
1972, 411 pp., $6.50. 


This long-awaited book lives up to its advance 
billing as “the most comprehensive collection of 
data on utilization and cost of psychiatric services 
under private and public health insurance pro- 
grams ever compiled.” It is written in an easy 
style, using very readable type, and is presented in 
a logical sequence that makes it easily understand- 
able. Its publication is particularly timely in view 
of the probable passage of some form of national 
health insurance in the next two or three years. 

Because of the conclusion reached in the book 
that “insurance coverage for mental health care is 
feasible,” this book should be read and digested by 
all professionals directly or indirectly connected 
with the practice of psychiatry, as well as by all 


- professionals associated directly or indirectly with. 


private or public health insurers. The American 
Psychiatric Association would do well to provide 
copies to key legislators who are active in the area 
of national health insurance legislation, as well as 
to actuaries of the major writers of private health 
insurance. We can hope that the statistical evi- 
dence gleaned from this monumental study of over 
40 private and public health insurance plans will 
silence once and for all those people in insurance, 
medicine, and government who have contended for 
so long that “mental health care is not insurable.” 

To produce a book is something of an accom- 
plishment, but to produce a readable book based 
on a Statistical study is nothing short of a miracle. 
The authors are to be congratulated for their 
clarity, from the foreword by Dr. Walter E. Bar- 
ton, Medical Director of the American Psychiatric 
Association, to the lengthy appendices. Dr. Barton 
outlines in his seven-page foreword a brief but 
complete history of APA’s efforts to promote and 
encourage health. insurance coverage for psychi- 
atric care for the purpose—in line with the Asso- 
clation’s constitutional mandate—of improving 
the treatment, rehabilitation, and care of the men- 
tally ill. f 

The authors have elected to present their in- 
formation in narrative style in the first half of the 
book, using some tabular material but reserving 
the second half (appendices) for detailed descrip- 
tions of the various private and public plans, along 
with a large number of tables documenting utili- 
zation and cost under the various coverages. 
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The six chapters of the narrative half 3f the book 
are titled: “The Problem and the Serting,” 
“Coverage Under Private Health Insurance,” 
“Utilization Under Private Insurance,” “Utiliza- 
tion by Age, Sex, and Other Charécteristics,”’ 
“Coverage and Utilization Under Fublic Prc- 
grams,” and “Summary and Conclusions.” 

Evidence is presented to show thet although 
hospital admissions for mental disorders have ir- 
creased over the past 25 years, the length of stay 
and the total number of patients resident in the 
hospital at any one time have decreased signifi- 
cantly. Those who believe that outpatients contin- - 
ue to see psychiatrists almost indefinitely can note 
that under CHAMPUS (Civilian Health and Med- 
ical Program of the Uniformed Services), which 
is an essentially open-ended program of coverage 
in and out of the hospital, the average number of 
outpatient visits to the psychiatrist per year is be- 
tween 6.4 and 10.6, with variations by sex and age. 

Although the authors do not deny the high cost 
of individual psychotherapy, we must not lose sight 
of the fact that one-to-one care by any physician is 
expensive and yet is quite probably less so for psy- 
chiatry than for any other branch of medicine for 
comparable time periods. In general, their daza 
buttress the stand of APA that mental illness care 
in insurance plans, private and publ.c should not 
be discriminated against but rather shculd be 


‘covered like any other illness. Peer review is a 


necessity in any plan, but it should te no different 
for psychiatry than for any other specialty of med- 
icine. 

I urge that this report be utilized by all members 
of the mental health team everywhere for improv- 
ing “the treatment, rehabilitation, and care of tae 
mentally ill.” Finally, I urge that effcrts te made 
to keep this research team together for further 
studies along the lines they suggest. 


G. BURTON APPLEFORD, M.D. 
La Jolla, Calif. 


Freup: Living anp Dyinc. By Max Schur, M.D. 
New York: International Universities Press, 1972, 
$73 pp., $20. i 


This book is the magnum opus cf Max Schur, 
the Viennese internist turned analyst who was 
Freud’s personal physician from 1929 until Freuc’s 
death ten years later. In this capacity his main task 
was, of course, the management of Freud’s cancer 
of the palate, which had appeared in 1923. The ac- 
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‘tual surgical treatment was performed by Hans 
Pichler, a Viennese surgeon whose unfailing 
strength and devotion in dealing with Freud, as 
depicted in this book, were matched only by his 
patient’s unfailing strength and courage in under- 
going the ordeals he had to face. 


Because of this experience it is understandable 
that Schur should have undertaken to make a 


psychoanalytic investigation of Freud’s ideas 


about death and dying, using his personal knowl- 
edge of Freud during the last period of his life to- 
gether with Freud’s formal writings on the subject 
and the relevant material contained in Freud’s 
voluminous correspondence, especially with Fliess. 
However, the book that emerges seems to struggle 
with an identity problem since it can be considered 
as a biography (or more properly, a memoir), a 
discussion of Freud’s ideas about death and dying 
and how he arrived at them, and finally an analysis 
of Freud bv Schur. The author does not succeed in 
integrating these elements into a coherent whole, 
so that the reader is left with a sense of uncertainty 
about where the book is going and what the author 
is trying to do. 

As a biography, the book comes alive in a spe- 
cial way after Schur enters the picture in 1929 and 
we learn the details of Freud’s struggle with the 
disease that was gradually eating away his jaw and 
mouth. The contrast between his iron control in 
dealing wità the consequences of his illness and his 
inability or refusal to give up the cigar smoking 
that was responsible for it is astounding. Freud’s 
belief that he could not work without smoking and 
that he would not live without working never could 
be shaken by events or by persuasion. 

Also, we are once more impressed by what an 
intensely private man Freud was. For someone 
who spent tən years in self-analysis, who published 
accounts of his dreams, and who had such an in- 
timate correspondence with Fliess, we know very 
little about his feelings and his relationships with 
his family. Over and over again we read both 
Freud’s and Schur’s interpretations of the effect on 
him of the death of his next younger brother, Juli- 
us, when Freud was not quite two years old, but we 
learn almost nothing about his relationship with 
his wife, who remains a somewhat enigmatically 
absent figure in the book. 


Schur sees Freud’s need to come to terms with 
the death of his father and his own death fears and 
fantasies as one of the important stimuli for his 
self-analysis. There is a good deal of interest in 
following Schur’s attempts to relate Freud’s writ- 
ings about death, especially his formulation of the 
death instinct, to the events in his life as revealed 
especially by biographical events such as concur- 
rent illness and by his letters to Fliess. 

But ultimately, the very cleverness and ingenuity 
of these formulations and the way in which the 
unconscious is used as a panchrest to explain and 
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tie together so many different phenomena become 
wearisome and do not convince. It is interesting to 
note that toward the end of his life, Freud had very 
little to say about the death instinct as applied to 
his own condition. Rather, he talked about himself 
and his fate in the much more simple human terms 
appropriate to a gifted old man caught in a strug- 
gle between his desire to live and to continue to 
create and a wish to escape from his torture. 

Shur’s attempts to analyzé Freud—that is, his 
attempts to interpret and explain the psychic de- 
terminants of Freud’s attitudes about death and 
dying, have some value. For instance, one can ac- 
cept Schur’s point that Freud’s otherwise inexpli- 
cable devotion to and reliance on Fliess was a 
product of Freud’s need to use Fliess as a trans- 
ference figure in his own analysis. However, 
Schur’s attempt to be Freud’s analyst founders on 
the rock of Schur’s complete neglect of the influ- 
ence of his own attitudes toward Freud, that is, his 
own transference (or possibly one should say 
countertransference) distortions toward the man 
he was analyzing. An attitude of reverence and 
awe, although it may be appropriate, does not lend 
itself very well to a meaningful exploration of the 
unconscious motivation behind the revered 
individual’s behavior. 

What one is finally left with after reading this 
book is a sense of the towering human qualities of 
Sigmund Freud. At the age of 80, in the grip of 
the terminal phase of his jong, debilitating illness, 
he was able to close a letter to the American poet 
Hilda Doolittle with the following sentence: “Life 
at my age is not easy, but spring is beautiful and 
so is love.” 

Paur Cuoporf, M.D. 
Washington, D.C. 


DYNAMICS OF INSTITUTIONAL CHANGE: THe HosPITAL 
in Transition. By Milton Greenblatt, M.D., Myron 
R. Sharaf, Ph.D., and Evelyn M. Stone, Pittsburgh: 
University of Pittsburgh Press, 1971, 257 pp., 
$8.95. 


In this age, as in many others in the past, about 
all that one can be sure of is that there will be 
many changes soon. The difference at present is 
that change is characterized not only by personnel 
changes in all human activities but by challenges to 
practically every principle or practice that most.of 
us had thought was desirable and relevant. Psy- 
chiatry is no exception; we have many people, even 
in our own ranks, who apparently view the disci- 
pline as outmoded, useless, or even a part of the 
problem it is attempting to solve. Similarly, edu- 
cation itself (or at least the formal attempts to 
promote it) is being attacked with a fervor border- 
ing on fanaticism. Many years ago Santayana 
defined a fanatic as one who redoubles his energy 
as he loses sight of his aim. 

But rapid change or not, mental illness and ig- 
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norance will not disappear if the disciplines de- 


voted to their understanding and amelioration are. 


removed from the scene. What some impatient 
critics have failed to realize is that their overfever- 
ish attempts to promote change by attacking 
institutions, rather than by trying to improve 
them, usually result in failure to achieve the de- 
sired results. Admittedly, violence in deed or word 
has sometimes produced reforms—but more often 
than not it has made matters worse. 

Greenblatt and his colleagues have written a 
book on change that is of immense value to all 
administrators of psychiatric facilities. This is not 
a “how to do it” book, but a lucid description of 
the practical, theoretical, and philosophical prob- 
lems facing the administrator when numerous 
contradictory and function-limiting demands are 
made upon him. Thus it can be helpful to any 
fledgling administrator, no matter what type of 
institution he may be responsible for. 

The institution most often under specific dis- 
cussion is Boston State Hospital, a hospital that 
not only had a series of problems of great magni- 
tude and urgency, together with all the limitations 
Imposed by a state government, but that also had 
the good fortune to be directed by Dr. Walter Bar- 
ton, Dr. Greenblatt, and now Dr. Jonathan Cole. 
Practically every issue of current interest in mental 
health programs is treated with wisdom and 
understanding. Relations with the surrounding 
community and how to improve them are stressed. 


- Philosophy of treatment, relations among staff 


members, the special problems of adolescents, re- 
habilitation, the use of volunteers, and psychiatric 
education and research—-all receive sensitive and 
perceptive consideration. 

Any new psychiatric administrator who doesn’t 
read this book is going to have to learn many 
things the hard way. Indeed, there is much in it 
that is of value for any administrator of a large 
organization or for any person who is in the posi- 


. tion of being a change agent in his community. 


Through application of its principles, a real be- 
ginning can be made toward attaming stability 
through change. 


DANA L. FARNSWORTH, M.D. 
Boston, Mass. 


Tue Institute of Livine: THE HARTFORD Retreat, — 
1822-1972. By Francis J- Braceland, M.D. . 


Hartford, Conn.: 
239 pp., $10. 


Institute of Living, 1972, 


Hospital psychiatry had its origins in America 
in a general hospital in Philadelphia (the Pennsyl- 
vania Hospital, 1752) and in a state-supported 
mental hospital in Williamsburg, Va. (the Eastern 
Lunatic Asylum, 1773). In 1808 the New York 
Hospital first provided a separate unit for mental 
patients in its back yard, but another nine years 
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would elapse before mental patients would be 
admitted to private hospitals that specialized in 
disorders of the mind. Between 1817 and 1823, 
four private mental hospitals admitted their first 
patients: Friends Asylum, Philadelphia (1817), 
McLean Hospital, Waverly, Mass. (1818), 
Bloomingdale Hospital, White Plains, N.Y. 
(1821), and the Hartford Retreat, Hartford, Conn. 
(1824). 

To celebrate the sesquicentennial of this last, 
now the well-known Institute of Living, Francis 
Braceland has written this lively and informative 
book. The Hartford Retreat was a product of the 
united efforts of the members of the Connecticut 
Medical Society, who had surveved thz state to 
ascertain the number of insane in need of treat- 
ment. These men patterned the hospital after the 
Society of Friends’s York Retreat in England. 
(This Quaker institution served as the inspiration 
for a number of early American asylums.) 

In selecting Eli Todd as its first supzrinterdent, 


‘the Retreat, started a long tradition of excellent. 


leaders. Former heads include Amarizh Brigham, 
John S. Butler, Henry P. Stearns, C. Charles Bur- 
lingame, and Braceland himself. Their contribu- 
tions to American psychiatry are vast Brigham 


. founded the American Journal of Insanity in 1844; 


as the first psychiatric journal in English in the 
world, it continues today as the American Journal 
of Psychiatry under the editorship of Dr. 
Braceland. Both Brigham and Butler were 
founders of the American Psychiatric Association 
as it is now known; they served, respectively, as 
Vice-President and President. Dr. Braceland has 
also served as President of the Association, anc. 
although another Retreat leader, C. Charles Bur- 
lingame, was nominated for the presidency, he was 
defeated in a last-minute revolt on the Joor. 

The book is built around the careers of Retreat 
superintendents against a genera] historical over- 
view. Dr. Braceland keeps the reader constantly 
informed on national movements (and city anc 
state events when pertinent), the tread of socia 
forces, and the impact of international medicine 
Most of the figures are well known, but others 
emerge from the pages of history for the first time 
There is fresh and useful information about the 
remarkable Eli Todd, who inspired so many in the 


early years of American psychiatry..(1 look for- 


ward to a full-length study of this extraordinary 
man, which he so richly deserves.) 

In the post-Civil War period, Dr. Bracelanc 
depicts a Szaszian-type movement, with lurid ex- 
posés of patients being railroaded into insane 
asylums (and, of course, some were), debate. 


about liberty and rights, and subsequent law suit: 


with correlative reform legislation. Also includec 
are some of the recurrent problems of hospita. 
administration—notably, the attitude of loca. 
fathers toward tax payments. One of the most ex- 
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citing narratives is that of the Retreat’s changing 
role within the community after 1950. Incidental- 
ly, Dr. Braceland did not write the chapter on his 
own administration. 

This is an excellent book; Dr. Braceland is too 
apologetic about its production “under forced 
draft.” Although it is not a definitive history (and 
is not intended to be), it is an informative, warm, 
and important account of a venerable and vital 
institution that has been one of the most important 
in the history of American psychiatry. 


~ Eric T. CARLSON, M.D. 
New York, N.Y. 


CONSULTATION AND COMMUNITY ORGANIZATION IN 
Community Mentat Heart Nursing. By Grace 
W. Deloughery, R.N., M.P.H., Ph.D., Kristine 
M. Gebbiz, R.N., M.N., and Betty M. Neuman, 
R.N., M.S. Baltimore: Williams & Wilkins Co., 
1971, 214 pp., $8.75 (paper). 


This much-needed and well-written book, de- 
signed to serve as a base for classroom study and 
guide for practice for nurses in graduate and post- 
graduate study and for nurse practitioners, pro- 
vides a theoretical framework for consultation and 
community organization in community mental 
health nursing. Although it is geared specifically to 
nurses, it presents many concepts that are generic 
to all community mental health professionals. 
Thus it is hoped that this welcome addition to the 
literature will enjoy a wide audience. 

The authors, community mental health nursing 
faculty at the University of California at Los 
Angeles, launch their discussion with a brief over- 
view of several interrelated historical dimensions 
of the mental health movement. They deftly weave 
this background material into the larger tapestry 
of the book as they develop the theory of mental 
health consultation and detail guidelines for its 
application in practice. . 

The definitions of consultation as a general 
concept and of mental health consultation as a 
particular application of the consultative process 
receive considerable attention. This discussion as- 
sists the reader in understanding the consultative 
process model, which is initially limited, for the 
purpose ‘of clarity, to one consultee and then 
expanded to involve a group. Three phases of the 
consultative process are identified and discussed. 
This is followed by a section focused on the so- 
ciological concepts of role and function and spe- 
cifically on how the mental health consultant’s 
role and function influence his application of the 
process with the consultee. Evaluation as a neces- 
sary dimension of the consultative role is devel- 
oped by an examination of the process itself and 
of the consultant qua consultant. 

Following this detailed presentation of com- 
munity mental health consultation, the authors 
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direct the discourse to the level of community or- 


- ganization and program planning and elaborate 


such concepts as power structure, planned change, 
change agent, conflict, and the pace of change. 
Since communities function within the larger con- 
text of local, state, and federal governments, the 
interplay of the formal and informal groups at 
these various government levels and thetr impact 
on the delivery of mental health services are dis- 
cussed. Finally, summarizing the current state of 
knowledge, the authors look to the future and 
consider expansion of services, future refinement 
of roles and theories, and inclusion of mental 
health in comprehensive health planning. 

Throughout the text the authors make clear not 
only their philosophical and professional orienta- 
tion, but also their biases. In addition, they sprin- 
kle the chapters with pithy, straightforward, and 
factual statements about nursing and nurses rather 
than reverting to the tired rhetoric all too often 
used by nurses describing nursing. For this reason 
I found the book refreshing; for the reasons out- 
lined earlier, I found it stimulating in its logical 
development of ideas and useful in its approach to 
application of theory in community mental 
health nursing. 


ANNE J. Davis, PH.D., R.N. 
San Francisco, Calif. 


MoperN PERSPECTIVES IN ADOLESCENT PSYCHIATRY. 
Edited by John G. Howells, M.D., D.P.M. New 
York: Brunner/Mazel, 1971, 511 pp., $20. 


This book contains such a wide scope and such a 
variety of perspectives on adolescence that it has a 
diffuse, rather than a concentrated, impact upon 
the reader. This diversity of perspectives and their 
qualitative variances emphasize to me'a lack of 
scientific and literary’ integration, rather than a 
sparkling diversity of integrated viewpoints. It is 
this roller-coaster effect upon the reader that is so 
distracting in this otherwise interesting book. 

For example, some articles tend to be primarily 
descriptive (“Family Group Therapy” by John 
Howells), others mainly statistical (“Normal 
Sexuality in Adolescence” by Michael Schofield), 
while others are primarily reports of case histories 
(“Obesity in Adolescence’? by Hilde Bruch)..- 
Commingled with these differences are reports 
from different countries and cultures. This lack of 
cohesiveness in approach, method, and writing 
style detracts from a book containing a great deal 
of valuable information. 

- The value and attractiveness of having authors 
from ‘different countries and cultures all focusing 
on a common topic cannot be doubted. But it 
would have enhanced the continuity of the book if 
they had—from their differing viewpoints— 
discussed clinical cases, cultural variances in health 
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statistics, current work or research in new thera- 
pies, and so forth, instead of mixing methods, cul- 
tures, topics, and styles hodgepodge fashion 
throughout the book. 

It also-seemed unusual that a book containing a 
number of articles and one major section on 
“Normal Sexuality in Adolescence” did not in- 
clude mention of masturbation, let alone a discus- 
sion of contemporary attitudes and practices dur- 
ing adolescence. 

This book contains useful information, and I am 
distressed that its faults as an integrated piece of 
scientific literature make it less useful than it 
should be. 


RICHARD E. Davis, M.D. 
Norfolk, Va. 


Reaping anp Its Dirricutries. By M.D. Vernon, 
M.A., Sc.D. New York: Cambridge University 
Press, 1971, 201 pp., $10.50. 


One more book on reading and its difficulties 
would hardly be welcome unless its author had 
compiled the relevant clinical and experimental 


data on the mechanism of learning to read and on” 


its disturbances and then appraised their validity. 
Vernon has done this without claiming to present a 
“complete exposition of all the psychological proc- 
esses involved in reading, nor the causes of their 
variations and defects.” Her book provides a clear, 
panoramic view of the current knowledge on read- 
ing and its disorders. It offers much material for 
building hypotheses for diagnosticians and educa- 
tors of poor readers, 
Interest in reading and its difficulties has rapidly 
increased in the affluent societies of the Old and 


New Worlds in the past ten years. While illiteracy © 


has decreased, the backward reader has replaced 
the uneducated and now presents a harder chal- 
lenge. One-tenth to one-fourth of the pupils in our 
schools are either poor readers or nonreaders. Few 
communities have schools where poor readers are 
recognized early and given proper remedial in- 
struction. 

Vernon reminds us that although methods of 


teaching have been blamed for the problem, there © 


is as yet no adequate understanding of the psy- 
chologic mechanisms on which learning to read is 
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based. It-is reasonable to accept that learning to 
read is dependent on auditory, visua!, and cognitR e 
processes. Vernon points out ‘thai reading-is a 
variable activity-according to the degree of profi- 
ciency of the reader and that the psychologic prec- 
esses involved are numerous “and complex at 
different stages of the learning. As cne might =x- 
pect, failure is frequent. Among the psycholag:-c 
mechanisms for learning to read, there are zu- 
merous sites where there could be an obstacle. If 
we accept that ability to learn to read depends =n 
adequate perceptual and cognitive functions, we 
can regard reading“ disability as the result of 
developmental failure of these functions. 

Vernon stresses the importance of conceptzal 
reasoning in relation to reading: A nigh order of 
reasoning is involved in understanding the compex 
associations of letters, phonemes.. and rules of 
spelling as well as in understanding the meaning of 
the text. However, the relationship 3f reading to 
intelligence, as measured with standard inte li- 
gence tests such as the Wechsler Intelligence Scale 
for Children, is not well understood. 

In a final chapter entitled “Specific Dévelos- 
mental Dyslexia?” ‘(this actually is the subject of the 
entire volume), the current hypotheses on the camse 
of dyslexia are critically considerec. The final sz2- 
tion deals with the effect of remedial treatment ard 
is a concise and clear review of the better known 
methods. The author’ concludes that different ap- 


' proaches are needed for different dyslexic pupils 


Phonic methods are apprepriace for the gri- 
marily visual dyslexic, while whole-word methods 
are appropriate for the primarily. audicory znd 
linguistic dyslexic. The teacher should use those 
psychologic processes in which the child is- more 
adept and at the same time try to overcome fis. 


weak processes with supplemertary teaching. 


Tracing letters and writing and saying ezch 
phoneme after the teacher, as in the Fernald end 
the Gillingham-Stillman methods, seems to be ne 
most successful approach to establisaing the asso- 
ciation of phoneme Sequences to printed letter se- 
quences and the synthesis of words end sounds or, 
“grasping. the correspondeace 
between spatially extended letter sequences end 
temporally ordered: phoneme sequences.” 


- MANUEL R. GOMEZ, M.D. 
` Rochester, Mian. 
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The following books have been received; the 
courtesy of the sender is acknowledged by this list- 
ing. Books of particular interest to the readers of 
this journal will be reviewed as space permits. 


Bovy, Minn, anp THE B Vitamins. By Ruth Adams 
and Frank Murray. New York: Larchmont 
‘Books, 1972, 244 pp., $1.50 (paper). 


Nerves In Co.usion. By Walter C. Alvarez, M.D. 
New York: Pyramid House, 1972, 209 pp., $8.95, 


SLAUGHTER OF THE INNocENTS: A STUDY OF THE 
BATTERED CHILD PHENOMENON. By David Bakan. 
Boston: Beacon Press, 1972, 121 pp., $2.95 
(paper). 


THe Communiry MENTAL HEALTH CENTER: STRAT- 
EGIES AND Procrams. Edited by Allan Beigel, M.D., 
and Alan I. Levenson, M.D. New York: Basic 
Books, 1972, 416 pp., $12.50. 


Firry Years in NeuroLoGY anD PsycHiatRY. By 
Abram Elting Bennett, M.D. New York: Inter- 
. continental Medical Book Corp., 1972, 166 pp., 
no price listed. 


AcTIONS, STYLES AND SYMBOLS IN Kinetic FAMILY 
Drawincs (K-F-D). By Robert C. Burns and 


S. Harvard Kaufman, M.D. New York: Brunner/ 


Mazel, 1972, 302 pp., $12.50. 


Herr YoursetF To Hearth. By Linda A. Clark, 
M.A. New York: Pyramid House, 1972, 262 pp., 
$7.95. | 


Tue Joy or Sex, illustrated ed. Edited by Alex 
Comfort, M.B., Ph.D. New York: Crown Pub- 
lishers, 1972, 253 pp., $12.95. 


CBE Styte Manual, 3rd ed. By the Committee 
on Form and Style of the Council of Biology Edi- 
tors. Washington, D.C.: American Institute of 
Biological Sciences, 1972, 277 pp., $6. 


THE Beaune Process: A- Case ILLustra- 
TION. By Paul A. Dewald. New York: Basic Books, 
1972, 655 pp., $15. 


THe Home anD THE Scuooi: A Stupy oF ABILITY 
AND ATTAINMENT IN THE PRIMARY SCHOOL (1964). 
By J.W.B. Douglas. New York: Ballantine Books, 
1972, 217 pp., $1.25 (paper). 


Mentat HeattH Book Review INDEX, voL, 17. 
Compiled by the Editorial Committee and Con- 
tributing Librarians. New York: Council on 
Research in Bibliography (c/o Research Center 
for Mental Health, New York University), 1972, 
92 pp., $10 (paper). 
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Proression oF MEDICINE: A STUDY CF THE SOCIOL- 
OGY OF AppLieED KNowLepcE (4th printing). Ev 
Eliot Freidson, Ph.D. New York: Dodd, Mezd 
& Co., 1972, 382 pp., no price listed. 


Hypnosis: RESEARCH DEVELOPMENTS AND PERSPEC- 
TIVES. Edited by Erika Fromm and Ronald E. Shc. 
Chicago: Aldine-Atherton, 1972, 638 pp., $27.30. 


RELIGION AND BEREAVEMENT: COUNSEL FOR THE PFY- 
SICIAN, ADVICE FOR THE BEREAVED, THOUGHTS FƏR 
THE CLERGYMAN. Edited by Dr. Austin H. Kutscher 
and Lillian G. Kutscher. New York: Health Ser 
ences Publishing Corp., 1972, 224 pp_, $12.50. 


Tue Minn ofr Apor Hirer: Tye SECRET WARTI<E 
Report. By Walter C. Langer. New York: Besc 
Books, 1972, 263 pp., $10. 


ALPHA Brain Waves. By Jodi Lawrence. Los 
Angeles: Nash Publishing, 1972, 230 pp., $7.95. 


Sickie CELL: A COMPLETE GUIDE TO PREVENTION 
AND TREATMENT. By Shirley Motter Linde, M S. 
New York: Pavilion Publishing Co.. 1972, T79 


pp., $2 (paper). 


NEUROPHARMACOLOGY AND Benavicr. By FG. 
Longo. San Francisco: W.H. Freeman and Co., 
1972, 184 pp., $6.95. 


Basic PsycHiaTRY: A Primer oF CONCEPTS anD 
TERMINOLOGY IN ProGRAMMED Form, 2nd ed. By 
James L. Mathis, M.D., Chester M. Pierce, MD., 
and Vladimir Pishkin, Ph.D. New York: Apple- 
ton-Century-Crofts (Meredith Cerp.}, 1972, 140 
pp., no price listed (paper). 


RECENT ADVANCES IN STUDIES OF ALCOHOLISM: AN. 
INTERDISCIPLINARY Symposium. Edited by Nanc, K. 
Mello, Ph.D., and Jack H. Mendelson, M.D. 
Rockville, Md.: National Institute on Alcchol 
Abuse and Alcoholism, National Institute of 
Mental Health; 1972, 870 pp., $3.75 (parer). 


MenTaLLy RETARDED CHILDREN: AN [NTEMIVE 
Stupy or 100 Cases. By the Moribai Thacke-sey 
Institute of Research in Mentai Retardadon. 
Bombay, India: Popular Prakashan, 1972, 103 
pp., Rs 28. 


Tue Crios Discovery or Himseir (forrrerly 
EXIsTeNnTIAL Cup Tuerapy [19456]). Edited by 
Clark Moustakas. New York: Ballantine Bcoks, 
1972, 236 pp., $1.25 (paper). | 


A New Breen or Doctor. By Alan E. Nittier, X.D. 
New York: Pyramid House, 1972, 193 pp., $855. 


A MINGLED Yarn: CHRONICLE or a TROUBLED F ami- 
Ly. By Beulah Parker, M.D. New Haven, Conn.: 
Yale University Press, 1972, 333 pr., $7.95. 
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BEREAVEMENT: STUDIES OF Grier IN ADULT Lire. By 
Colin Murray Parkes, M.D., D.P.M. New York: 
International Universities Press, 1972, 226 pp., 
$10. X 


My ALrcoroLIc VIRGIN. By A. W. Parratt, M.D. 
New York: Vantagė Press, 1972, 447 pp., $7.95. 


DIAGNOSIS OF STUPOR AND Coma; 2nd ed. By Fred 
- Plum, M.E., and Jerome B. Posner, M.D. Phila- 
delphia: F. A. Davis Co., 1972, 275 pp., $9.50. 


Human Peesonauity: Towarps a Uniriep THEORY. 
By Barrie Rogers. New York: “Wantage Press, 
| 1972, 233 pp., $6.95. 


WHERE THE WasTELAND Enps: PoLrmics anb Tran- 
SCENDENCE IN POSTINDUSTRIAL Society. By Theodore 
Roszak. Gerden City, N.Y.: eer & Co., 
1972, 492 p3., $10. 


INFANTILE Å UTISM: CONCEPTS, CHARACTERISTICS AND 
TREATMENT. Edited by Michael Rutter, M.D., 
D.P.M. Beltimore: Williams & Wilkins. Co. 
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(exclusive U.S. agents), 1972, 319 pp., $13.75. 


NATURE AND Nurture IN ALCOHOLISM. Edited by 
Frank A. Seixas, Gilbert S. Omenn, E. David 
Burk, and Suzie Eggleston. Annals of the New 
York Academy of Sciences, vol. 197, 1972, 229 
pp., no price listed. 


In Praise or Mapness: ReAtNess THERAPY—THE 
SELF Reciaimep. By Paul J. Stern, Ph.D. New 
York: W.W. Norton & Co., 1972, 125 pp., $5.95. 


A Synopsis OF Conrempopary Psycuiatry, 5th 
ed. By George A. Ulett, M.D., Ph.D. St. Louis: 
C.V. Mosby Co., 1972, 348 pp:, $10.90. 


A Primer oF MISBEHAVIOR: AN INTRODUCTION TO 
ABNORMAL PsycHoLocy. By George R. Wesley, 
Ph.D. Chicago: Nelson-Hall Co., 1972, 196 pp., 
$6.95. ; 


MENTAL RETARDATION: AN ANNUAL Review, voL. IV. 


Edited by Joseph Wortis, M.D. New York: Grune 


& Stratton, 1972, 230 pp., $15.75. 
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try adding AKINETON 


Extrapyramidal reactions, a frequent concom- 
itant of psychotherapeutic drug treatment, can 
sometimes be controlled by the reduction or 
discontinuation of tranquilizer dosage. 


But tranquilizer therapy can often be main- 
tained at therapeutic levels by adding Akine- 
ton to the drug regimen. In a recent study, 
Akineton relieved parkinsonian symptoms 
induced by high phenothiazine administration 
in all 49 patients studied and many of the 
patients remained symptom-free.1 


Another recent study, comparing Akineton 
with other leading medications used for the 
treatment of drug-induced reactions, confirms 
its effectiveness at low daily milligram dosage.? 
So if drug-induced parkinsonism threatens to 
interrupt tranquilizer therapy, you can stop 
tranquilizers, or . . . try adding Akineton. 


WARNINGS, PRECAUTIONS, ADVERSE REAC- 
TIONS: Isolated instances of mental confusion, 
euphoria, agitation and disturbed behavicr 
in susceptible patients. Use with caution ia 
manifest glaucoma, prostatism and cardiac 
arrhythmia. Dry mouth, blurred vision, drow- 
siness and a decrease in urinary flow ap- 
pear infrequently. If gastric irritation occurs, 
it may be avoided by administering during cr 
after meals. With parenteral administrétion, 
mild transient postural hypotension may be 
evidenced. There are no known centraindice- 
tions. SUPPLIED: Tablets — 2 mg. (bisected) 
Akineton HCl. Ampules—1 ml. containing 
5 mg. Akineton lactate in an aqueous 1.49% 
sodium lactate solution. 


1. Lapolla, A. and Nash, L. R.: Current Therapeutic 
Research 7:536 (Sept.) 1965. 2. Sheppard, C. and 
Merlis, S.: American Journal of Psychiatry 123:886 
(Jan.) 1967. 
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KNOLL PHARMACEUTICAL COMPANY - ORANGE, NEW JERSEY 07051 


ALSO AVAILABLE IN CANADA 
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Why patients can't sleep #6 

































Overalert..2? 


Man is the only animal who ponders. And if, 
through the ages, the earth’s rotation brought a nat- 
ural rhythm of wakefulness and sleep to all, the 
darkness also brought him fear, which in turn 
interfered with sleep. Even today, some prim- 
itive people sleep standing up. They remain 
overalert, sleeping “the sleep of hares.” 

Too thin-skinned. This same feeling 
of insecurity can be operative in modern 
man as free-floating anxiety. The speed 
and stress of modern life can apply pres- 
sures that leave some overreactive types 
overly alert at bedtime. They may be too 
sensitive to what is happening to them, 
from small slights to hostile confron- 
tations. They may be facing problems for 
which they are unprepared. They may be too 7 
passive or too aggressive in competitive ; 
situations, with attendant conflicts and 
doubts. 

The sleep environment. Given a re- 
active inner alertness, the patient may 
view the bedroom almost as an obstacle 
course. Either it is too warm or too Es 
cold. Small sounds in the night magnify. FSSA 
His legs and arms move restlessly in $5 
search of the “right” position. 

But, as with most insomniacs, he 
usually gets tired in the process of try- 
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methyprylon 
a gentle aid to sleep 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 07110 m 


ing to fall asleep, relaxes his muscles, and in an 
unguarded moment eventually does. Still, he may 
sleep in what has been called “a state of alarm.” 
Unsweet dreams. The very fears associated 
with falling asleep can come to be incorporated 
into the sleep state itself. J. G. Frazer in The 
Golden Bough, for instance, tells how some 
primitive tribes believe the soul leaves a sleep- 
er’s body and journeys to far places, always 
with risk. In a sample of 1320 modern dreams, 
488 hostile acts were recorded as against 188 
friendly ones; 64 percent of all dream emotions 
. were negative or unpleasant. 


What can be done 


“Fatigue,” Benjamin Franklin advised, “is the 
best pillow.” Where the overalertness is mild, the 
patient may simply need more exercise and fresh 
air during the day, or a long walk in the eve- 
ning. Perhaps a warm bath before sleep, a 
glass of hot milk or a rubdown would relax 
him, or provide sufficient distraction from 
his worries to allow him to sleep through 

the night. 

For the more-than-mild, a stronger calmative 
such as a minor tranquilizer may help relieve day- 
time tension and thus set the stage for nighttime 
release. Difficult cases may call for an alternative, 





such as psychiatric referral and/or hypnotic sup- 
port. Clinicians look for several features when a 
hypnotic is indicated; effectiveness and a wide 
margin of safety are two important ones. 


Why Noludar’ 300 
(methypryion) 
can help 


An effective hypnotic. Noludar 300 is usually 
effective for the overalert insomniac patient. It is a 
nonbarbiturate that usually induces sleep within 45 
minutes and provides sleep for 5 to 8 hours. 

The safety factor. In over 17 years of outpatient 
use, Noludar has been prescribed for some 10 mil- 
lion patients for a total of about 550 million doses 
(200 mg and 300 mg) with less than 0.005% incicence 
of overdosage (virtually all recovered).* At recom- 
mended dosages there is rare paradoxical excita- 
tion and little suppression of respiratory or cardio- 
vascular function. A refreshed quality of awakening, 
usually with little “hang-over,” helps support the 
daytime activity. Total daily intake of Noludar 
should not exceed 400 mg, as greater amounts do 
not significantly increase hypnotic benefits. 


*Data on file, Department of Medical Investigation, Hoffmann- 
La Roche Inc., Nutley, N.J. Other references available on request. 
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Before prescribing, please consult 
complete product information, a sum- 
mary of which follows: 


INDICATION: As a hypnotic for relief of 
insomnia of varied etiology. 


CONTRAINDICATIONS: Patients with 
known hypersensitivity to the drug. 


WARNINGS: Caution patients about 
combined effects with alcohol and 
other CNS depressants. Caution 
against hazardous occupations requir- 
ing complete mental alertness, such 
as operating machinery or driving a 

~ motor vehicle shortly after ingesting 
the drug. 


d Physical and Psychological Depen- 
dence: Physical and psychological de- 
pendence have been reported 
infrequently. Withdrawal symptoms, 


when they occur, tend to resemble 
those associated with withdrawal of 
barbiturates and should be treated in 
a similar fashion. Use caution in ad- 
ministering to individuals known to be 
addiction-prone or those whose his- 
tory suggests they may increase the 
dosage on their own initiative. Repeat 
prescriptions should be limited with- 
out adequate medical supervision. 


Usage in Pregnancy: Weigh potential 
benefits in pregnancy, during lacta- 
tion, or in women of childbearing age 
against possible hazards to mother 
and child. 


Usage in Children: Not recommended 
in children under 3 months of age. 


PRECAUTIONS: Total daily intake 
should not exceed 400 mg, as greater 


amounts do not significantly increase 
hypnotic benefits. Observe usual pre- 
cautions in hepatic or renal disorders. 
Perform periodic blood counts f used 
repeatedly or over prolonged periods 


ADVERSE REACTIONS: At recom- 
mended dosages, there have been 
rare occurrences of morning drowsi- 
ness, dizziness, mild to moderate gas- 
tric upset (including diarrhea, 
esophagitis, nausea and vomiting) 
headache, paradoxical excitation anc 
skin rash. There have been a very few 
isolated reports of neutropenia anc 
thrombocytopenia; however, the evi- 
dence does not establish that these 
reactions are related to the drug. 


SUPPLIED: Capsules cortaining 300 
mg methyprylon. 








The emotional symptoms 


that go hand in hand... 


Diagnosed psychoneuwrotic 
anxiety and depression. 


Increasingly, physicians have come to recognize 


that, “Patients seldom, if ever, appear with 
depression or anxiety alone; more often they 
have both in varying degrees!” 

Clearly, this poses a problem in the 
patient treated with a tranquilizer or an 
antidepressant alone: “The combination 
of anxiety and depressive states often makes 
the diagnosis confusing. Some apparent 
anxiety neurotic states merge into clear-cut 
psychotic depressions. When the patient 
recovers from the depressive episode, he is 
left with residual anxiety states. The anxious 
neurotic background may predispose 
to a psychotic depression. It is important to 
recognize the predominant affective reaction 
in order to give proper therapy”? 

Since psychoneurotic anxiety and 
depression may coexist, there is often a place 
for Sinequan (doxepin HCI). 


Because Sinequan is the first single agent 


effective against a broad range of symptoms 
of both anxiety and depression. 


Its marked activity against the common 
symptoms of both anxiety and depression — 
apprehension, insomnia, fatigue, functional 
complaints— may often eliminate the need 
for fixed combinations or admixtures 
of agents, with their inherent potential -or 
two sets of adverse reactions. 

And, although Sinequan itself is a 
potent antidepressant and tranquilizing agent, 
clinical experience has shown it to be well 
tolerated—even in the elderly. The nature and 
incidence of side effects compare favorably 
with those of other psychotropic drugs. the 
most common reactions being drowsiness 
and symptoms due to anticholinergic activity. 

The frequent association and the 
difficulty in recognizing depression underlying 
anxiety make Sinequan a prime 
candidate in the choice of a drug to be 
employed routinely in the office management 
of diagnosed psychoneurotic anxiety, 
especially when depression may suppress 


therapeutic response? 


1. Claghor, J.: Psychosomatics Supplement 11:438, Sept Oct. 1970 
2. Bennett, A.E.: G.P 27.101, May, 1963 
3. McLaughlin, B.. Psychosomatics Supplement 10:28, May-June 1969 
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anxiety and depression 
often coexist 
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OXEPIN H 


Starting dosage 
AAR 25 mg ti.d 

for mild to moderate 

symptomatology 


quan 





Please see following page for adverse reactions, contraindications, warnings and precautions 


©1971, PFIZER INC. 
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The tranquilizer that is an antidepressant 
The antidepressant that is a tranquilizer. 


van 





BRIEF SUMMARY 

Sinequan (doxepin*HC!) Capsules 
Contraindications. Sinequan (doxepin*HCl) is 
contraindicated in individuals who have shown 


hypersensitivity to tha drug. 

Sinequan (doxepir*HCl) is contraindicated 
in patients with glaucoma or a tendency to 
urinary retention. 

Warnings. Usage in Pregnancy: Sinequan 
(doxepineHCl) has not been studied in the 


pregnant patient. It should not be used in 
pregnant women uness, in the judgment of 
the physician, it is essential for the welfare 


of the patient, although animal reproductive 
Studies have not resulted in any teratogenic 
effect 

Usage in Children; The use of Sinequan 
(doxepineHCl) in children under 12 years of 
age IS not recommended, because safe con- 
ditions for its use have not been established. 

MAO Inhibitors: Serious side effects and 
even death have been reported following the 
concomitant use of certain drugs with MAO 
inhibitors. Therefore, MAO inhibitors should be 
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Sine 


DOXEPIN Q d 








Starting dosage 
25mg. tid 

for mild to moderate 
symptomatology 


discontinued at least two weeks prior to the 
cautious initiation of therapy with Sinequan 
(doxepineHCl). The exact length of time may 
vary and is dependent upon the particular 
MAO inhibitor being used, the length of time 
it has been administered, and the dosage 
involved 
Precautions. Since drowsiness ma 
the use of this drug, patients shoult 
of that possibility and cautio 
ing a Car or Operating dangerou 
while taking this drug 

Patients should also be cautioned that their 
esponse to alcohol may be potentiated 

since suicide is an inherent risk in any de- 
pressed patient and may remain so until sig- 
nificant improvement has occurred, patients 
nould be closely supervised during the early 


course of therapy 
Although Sinequan (doxepineHCl) has Sig- 
ficant tranquilizing activity, the possibility of 


activation of psychotic symptoms should be 
kept in mind. 

Other structurally related psychotherapeutic 
agents (e.g., iminodibenzyls and dibenzocyclo- 
heptenes) are capable of blocking the effects 
of guanethidine and similarly acting com- 
pounds in both the animal and man. Sinequan 
(doxepineHCl), however, does not show this 
effect in animals. At the usual clinical dosage, 
75 to 150 mg. per day, Sinequan (doxepineHC!) 
can be given concomitantly with guanethidine 
and related compounds without blocking the 
antihypertensive effect. At doses of 300 mg 
per day or above, Sinequan (doxepinsHCl) 
does exert a significant blocking effect. In 

addition, Sinequan (doxepin*sHCl) was similar 
to the other structurally related psychothera- 
peutic agents as regards its abilty to potentiate 
norepinephrine response in the animal. How- 
ever, in the human this effect was not seen. 
This is in agreement with the low incidence 
of the side effect of tachycardia seen Clinically. 
Adverse Reactions. Aniicholinergic Effects: 
Dry mouth, blurred vision, and constipation 





have been reported. They are usually mild, 
and often subside with continued therapy or 
reduction of dose 

Central Nervous System Effects: Drowsiness 
has been observed. This usually occurs early 
in the course of treatment, and tends to dis- 
appear as therapy is continued. 

Cardiovascular Effects: Tachycardia and hy- 
potension have been reported infrequently. 

Other infrequently reported side effects 

include extrapyramidal symptoms, gastroin- 
testinal reactions, secretory effects such as 
increased sweating. weakness, dizziness 
fatigue, weight gain, edema, paresthesias, 
flushing, chills, tinnitus, photophobia, de- 
creased libido, rash and pruritus. 
Dosage. For most patients with illness of mild 
to moderate severity, a starting dose of 25 mg 
t.i.d. is recommended. Dosage may subse- 
quently be increased or decreased at appro- 
priate intervals and according to individual 
response. The usual optimum dose range is 
75 mg./day to 150 mg./day. 

In more severely ill patients an initial dose 
of 50 mg. tıd. may be required with subse- 
quent gradual increase to 300 mg./day if 
necessary. Additional therapeutic effect is 
rarely to be obtained by exceeding a dose of 
300 mg./day 

In patients with very mild symptomatology 
Or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of 
these patients have been controlled on doses 
as low as 25-50 mg./day 

Although optimal antidepressant response 
may not be evident for two to three weeks, 
antianxiety activity is rapidly apparent 
Supply. Sinequan (doxepineHCl) is available 
as Capsules containing doxepin HCI equiva- 
lent to 10 mg., 25 mg., and 50 mg. of doxepin 
in bottles of 100 and 1000. 

More detailed professional information 
available on request 


LABORATORIES DIVISION 


PFIZER INC NEW YORK. N Y 10017 


Mental Disorders/Suicide 


This monograph presents an analysis of statistical data on two important health problems, 
considered here as separate issues. Although systematic annual morbidity statistics for 
mental disorders are nonexistent, extensive data exist for the United States on patterns of 
use of mental hospitals and other types of psychiatric facilities. The chapters dealing with 
mental disorders examine these data and provide information for evaluating mental heath 
services. The section on suicide provides mortality rates derived from data on all such 
deaths occurring in the United States, and discusses demographic variables as well as vari- 
ous sociological and psychological theories about suicide. 

Mental Disorders/Suicide 

Morton Kramer, Earl S. Pollack, Richard W. Redick, and Ben Z. Locke 

$7.00 


Vital and Health Statistics Monographs, American Public Health Association. 


HARVARD 


HARVARD UNIVERSITY PRESS, 79 GARDEN STREET, CAMBRIDGE, MASSACHUSETTS 02138 


we NATH 
CLOGRAPHE 
MAGAZINE 


GIVE 
THE WORLD 


A HELPING THE AMERICAN JOURNAL OF PSYCHIATRY 


HAND NOW, your journals can become an attractive permanent 
: part of your professional library. These famous Jesse Jones 


MAIL YOUR CHECK. volume files, especially designed to keep your copies 


orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplecement of capies. 


These durable files will support 150 lbs. Looks and feels 

CARE - NEW YORK, NY 10016 OR AREA OFFICES like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 5 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Sacisfaction un- 
conditionally guaranteed or your money Jack. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 












HALLUCINATORY BEHAVIOR 


Change in Symptom Severity in a Double-Blind 
Evaluation of Serentil (mesoridazine) — 516 Patients 
(from 1= Not Present to 7= Extremely Severe) 
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Post-Dryout 
Pre-Dryout ; 
Mean Serenti| 
Mean "i 
[ase] | 28% | a5 5 
2.58 2o 2.05 
] | 25 | =e 
The above is based on the Brief Psychiatric Rating Scale. The difference 
between the Serentil mean and eac . of the other scores is statistically sig- 
nificant. Clinical data (based on 17 double-blind studies) on file, Medical 
Library, Sandoz Pharmaceuticals, East Hanover, N.J SER 72-222 
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EMOTIONAL WITAHDRAVVAL 
CONCEPTUAL DISORGANIZATION / ANXIETY 
TENSION / HALLUCINATORY BEHAVIOR 
SUSPICIOUSNESS / BIUNTED AFFECT 


One ormore 
of these symptoms 
na schizophrenic is 
on indication for 


Serentil 


Imesoridazne) 
Toblets 5Omg. las the besylate! 


(Ampuls | cc.: 25 mg. mesoridazine [as the besylate]. Inactive ingredients 
g g 


i Serenti is also available in injectable form 


disodium edetate, U.S.P., 0.5 mg.; sodium chloride, U.S.P., 7.2 mg.; carbon N 
dioxide gas |bone dry], q.s.; water for injection, U.S.P., q.s. to 1 cc.) SAND 


See next page for brief summary. 





EMOTIONAL WITHDRAWAL 
CONCEPTUAL DISORGANIZATION Z ANXIETY 
TENSION / HALLUCINATORY BEHAVIOR 
SUSPICIOUSNESS / BIUNTED AFFECT 


One or more of these symptoms 
in a schizophrenic is an indication tor 


idazine) 


(Meson 


Contraindications: Severe central nervous system depres- 
sion, comatose states, hypersensitivity. 


Warnings: Increase dosage gradually to patients participat- 


ing in activities requiring complete mental alertness (e.g., 
driving) The safety of this drug in pregnancy has not been 


established; hence, it should be given only when the antici- 


pated benefits to be derived from treatment exceed the possible 
risks to mother and fetus. Use in children under 12 is not 
recommended. Phenothiazines are capable of potentiating 
central nervous system depressants as well as atropine and 
phospnerus insecticides. 


Precautions: Ocular changes (seen with other phenothia- 
zines) have not been seen with Serentil (mesoridazine). Because 
of possible hypotensive reactions, caution in parenteral use is 
required Reserve parenteral administration for bedfast pa- 
tients or for acute ambulatory cases, and keep patient lying 
down for at least '2 hour after injection. Leukopenia and/or 
agranulocytosis have been attributed to phenothiazine therapy. 
Blood dyscrasia (see with other phenothiazines) has occurred 
in a single case of transient granulocytopenio. 


Adverse Reactions: 
strated a remarkably low incidence of adverse reactions when 
compared with other phenothiazine compounds. Central 
Nervous System: Drowsiness, 
ness, weakness, tremor, restlessness, ataxia, dystonia, rigidity, 
slurring, akathisia, motoric reactions (opisthotonos). Auto- 
nomic Nervous System: Dry mouth, nausea and vomiting, 
faintinc, stuffy nose, photophobia, constipation and blurred 
vision. Endocrine System: Inhibition of ejaculation and lactation 
have been noted rarely. Skin: Itching, rash, hypertrophic 


papillae of the tongue and angioneurotic edema. Cardiovas- 


cular System: Hypotension, tachycardia, EKG changes. 

The following reactions have occurred with phenothiazines 
and should be considered: Autonomic Reactions — Miosis, 
obstipaticn, anorexia, paralytic ileus. Cutaneous Reactions — 
Erythema, exfoliative dermatitis, contact dermatitis. Blood 
Dyscrasias —Agranulocytosis, leukopenia, eosinophilia, 
thrombocytopenia, anemia, aplastic anemia, pancytopenia. 
Allergic Reactions —Fever, laryngeal edema, angioneurotic 


edema, asthma. Hepatotoxicity—Jaundice, biliary stasis. Car- 
diovascular Effects — Changes in terminal portion of electro- 


cardiogram, including prolongation of Q-T interval, lowering 
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Serenti! (mesoridazine) has demon- 


Parkinson's syndrome, dizzi- 





and inversion of T-wave, and appearance of a wave tenta- 
tively identified as a bifid Tor a U wave have been observed 
with phenothiazines, including Serentil (mesoridazine); these 
appear to be reversible and due to altered repolarization, not 
myocardial damage. There is no evidence that these changes 
are precursors of any significant disturbance of cardiac rhythm. 
Hypotension, rarely resulting in cardiac arrest. Extrapyramidal 
Symptoms —Akathisia, agitation, motor restlessness, dystonic 
reactions, trismus, torticollis, opisthotonos, oculogyric crises, 
tremor, muscular rigidity, and akinesia, occasionally persisting 
for several months or years especially in elderly patients with 
brain damage. Endocrine Disturbances — Menstrual irregular- 
ities, altered libido, gynecomastia, weight gain, false positive 
pregnancy tests. Urinary Disturbances—Retention, inconti- 
nence. Others —Hyperpyrexia, behavioral effects suggestive 
ofa paradoxical reaction, including excitement, bizarre dreams, 
aggravation of psychoses, and toxic confusional states; fol- 
lowing long-term treatment, a peculiar skin-eye syndrome 
marked by progressive pigmentation of skin or conjunctiva 
and/or accompanied by discoloration of exposed sclera and 
cornea; stellate or irregular opacities of anterior lens and 
cornea. 


Dosage and Administration: ORAL: Should be adjusted to 
needs of the individual. Lowest effective dosage should al- 
ways be used. When maximum response is achieved, dosage 
may be reduced gradually to maintenance level. Schizophre- 
nia. For most patients, regardless of severity, starting dose of 
50 mg. t.i.d. recommended. Usual optimum total daily dose 
range 100-400 mg. Behavioral Problems in Mental Deficiency 
and Chronic Brain Syndrome. For most patients starting dose 
of 25 mg. t.i.d. recommended. Usual optimum total daily 
dose range 75-300 mg. Alcoholism: For most patients usual 
starting dose is 25 mg. b.i.d. Usual optimum total daily dose 
range 50-200 mg. Psychoneurotic Manifestations For most 
patients usual starting dose is 10 mg. t.i.d. Usual optimum 
total daily dose range 30-150 mg. INJECTABLE FORM: For 
situations in which an intramuscular form of medication is 
indicated. For most patients a starting dose of 25 mg. is rec- 
ommended, to be repeated in 30-60 minutes if necessary. 
Usual optimum total daily dose range 25-200 mg. 

Before prescribing, consult package circular. 


Sandoz Pharmaceuticals /East Hanover, N.J.07936 RES 
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EMORY JOHN BRADY 
HOSPITAL INCORPORATED 


401 Southgate Rd. 
Colorado Springs, Colo. 80906 
303-634-8828 


For the care and treatment of psychiatric 


disorders. Individual and group psycho- 


therapy and somatic therapies. Occupational, 
diversional and outdoor activities. X-ray, 
clinical laboratory and EEG. 


E. JAMES BRADY, M.D., Medical Director 
C. F. RICE, Administrator 

ROBERT W. Davis, M.D. 

FRANCIS A. O'DONNELL, M.D. 


RICHARD L. CONDE, M.D. 










FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


















An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 





OSCAR ROZETT, M.D., Medical Administrator 
GRANVILLE L. JONES, M.D., Director of Research 
FELIX A. UCKO, M.D., Chief, Adolescent Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 















Electro shock therapy. Indoklon shock therapy. Insulin 
coma therapy. Pharmaco therapy. Individual and Group 
psychotherapy. Complete Occupational, Recreational and 
Social Service Departments. 





For descriptive literature write 
THOMAS P. PROUT, JR., Administrator 

















NEW RESEARCH IN 
AN UNEXPLORED 
SUBSPECIALTY 


Published for the Foundation of Thanatology, 
Dr. Austin H. Kutscher, Pres 


Religion & Bereavement 


An original treatise of religious, medical, and 
psychological approaches to bereavement by 
clergymen, and doctors. Landmark survey on 
the type of advice to be giver to bereavec.* 
1972 Ready 356 pp. $12.50 
Caring for the Dying 
Patient and His Family 
A Model for a Conference Involving a Mecical 
Center and Its Allied Health Sciences 
Designed for one-day programs in Thanat- 
ology, based on a panel co-sponsorec by 
Tulane University School of Medicine and the 
Foundation. Case history approach. 
Fall 1972 Paper ed. (Tent.) $7.15 
Hard cover (Tent) $12.50 
Journal Reprint Series 
Selected Readings on: Grief; Pastoral Care of 
the Dying & Bereaved; Bereavement & Illness. 
Winter 1972 Paper (Tent.) Each $3.95 


Order from your medical bookseller or direct. A 10% 
discount is offered for pre-paid orders. 


<j» Health Sciences Publishing Corp. 
*%_ 451 Greenwich St., New York 10013 


Ni 

y *For a complimentary reprint of survey or ‘72 
Catalog of Books & Period cals write to Dept. 
AJP at above address. 


BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 










Located 30 miles north of Boston on 130 acres, 


set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 


choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 


and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea 
tional therapy under the direction of trainec thers- 
pists. 


Single rooms with and without bath, shared 


accommodations, and cottages are available. 


Most major health insurance plans acceptable. 







PATRICK J. QUIRKE, M.D. 
Medical Director 


IBRAHIM BAHRAWY, M.D. 
Clinical Director 


For descriptive literature write: 
JAMES K. MCKINIRY, Administrator 
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When severe anxiety blocks effective communications and is a barrier 
to therapeutic progress, Serax (oxazepam) may well prove beneficial. 
With anxiety relieved, communications in session may be more easily 
achieved. Serax can also be of help in maintaining patients between 
sessions. To help them handle anxiety associated with readjustment. 


Flexible dosages of Seraxhelpyouachieve IN SEVERE ANKIETY 


individualized control of anxiety. You can 


use effective dosages generally without ® 
fear of serious side effects.* At optimum 
dosage, Serax helps relieve disabling 


anxiety symptoms and reduce anxiety to 

a “workable” level—usually permitting oxazepam 
patients to resume normal work activity.* a 
*As with other CNS-acting drugs, patients should be cautioned against driving 
automobiles or operating dangerous machinery until it is Known that they do not 

become drowsy or dizzy on oxazepam therapy. When prescribing, carefully observe 

dosage recommendations and appropriate precautions, especially as pertaining to 


the elcerly or where a drop in blood pressure might lead to cardiac complications. 
Wyeth Laboratories Philadelphia, Pa. See important information on page after next. 








i 





Indications: Oxazepam is indicated for the manage- 
ment and control of anxiety, tension, agitation, 
irritability and related symptoms. Such symptoms 
are commonly seen in patients with a diagnosis of 
psychoneurctic reaction, psychophysiological reaction, 
personality cisorder, or in patients with underlying 
organic disease. 

Anxiety associated with depression is also responsive 
to oxazepam therapy. 

This produet has been found particularly useful in the 
management of anxiety, tension, agitation and irrita- 
bility in older patients. 

Alcoholics with acute tremulousness, inebriation or 
with anxiety associated with alcohol withdrawal are 
responsive to therapy. 

Contraindications: History of previous hypersensi- 
tivity to oxazepam. Oxazepam is not indicated in 
psychoses. 

Warning: Use in Pregnancy: Safety for use in preg- 
nancy not established. 

Precautions: Hypotensive reactions are rare, but use 
with caution where complications could ensue from a 
fall in blood pressure, especially in the elderly. With- 
drawal symptoms upon discontinuation have been 
noted in some patients exhibiting drug dependence 
through chroric overdose. Carefully supervise dose and 
amounts prescribed, especially for patients prone to 
self-overdose; excessive, prolonged use in susceptible 
patients (alcoholics, ex-addicts, etc.) may result in 
dependence or habituation. Reduce dosage gradually 
after prolonged excessive dosage to avoid possible 
epileptiform seizures. Withdrawal symptoms following 
abrupt discontinuance are similar to those seen with 
barbiturates. Caution patients against driving or operat- 
ing machinery until absence of drowsiness or dizziness 
is ascertained. Warn patients of possible reduction in 
alcohol tolerance. 

Not indicated in children under 6 years; absolute 
dosage for 6- to 12-year-olds not established. 
Adverse Reactions: Therapy-interrupting side effects 
are rare. Transient mild drowsiness is common initially ; 
if persistent, reduce dosage. Dizziness, vertigo and 
headache have also occurred infrequently; syncope, 
rarely. Mild paradoxical reactions (excitement, stimu- 
lation of affect) are reported in psychiatric patients. 
Minor diffuse rashes (morbilliform, urticarial and 
maculopapular) are rare. Nausea, lethargy, edema, 
slurred speech, tremor and altered libido are rare and 
generally controllable by dosage reduction. Although 
rare, leukopenia and hepatic dysfunction including 
jaundice have been reported during therapy. Periodic 
blood counts and liver function tests are advised. 
Ataxia, reported rarely, does not appear related to dose 
or age. These side reactions, noted with related com- 
pounds, are not yet reported: paradoxical excitation 
with severe rege reactions, hallucinations, menstrual 
irregularities, change in EEG pattern, blood dyscrasias 


(including agranulocytosis), blurred vision, diplopia, in- 
continence, stupor, disorientation, fever and euphoria. 
Availability: Capsules of 10, 15 and 30 mg. oxazepam; 
tablets of 15 mg. oxazepam. 


Serax 


(oxazepam) 


IN SEVERE ANXIETY 
Wyeth Laboratories Philadelphia, Pa. L 


E on 7 oe | 





ce 





AN AUTOMATED 
INTERPRETATION SERVICE 
FOR PSYCHIATRISTS 

AND CLINICAL 
PSYCHOLOGISTS 


© VALUABLE CLINICAL TOOL 


e for diagnostic information 



















e for development of treatment pregran sS 
è for prognostic implications 
e for research 


© USEFUL CLINICAL ADJUNCT 


e to conserve professional tim= 
e to reinforce diagnostic impressicns 


e to suggest areas for furthe” exptoration 


ROCHE PSYCHIATRIC 


SERVICE INSTITUTE 


Roche Laboratories, Dept. A 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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THE 1973 APA DESK 
APPOINTMENT BOOK 






and the 


NEW POCKET-SIZED VERSION 
ARE AVAILABLE 


The “week-at-a-glance” Desk Appoint- 
ment Book, published by the American 
Psychiatric Association, has been devel- 
oped over several years to satisfy the 
needs of as many members as possible. It 
contains a comprehensive list of ad- 
dresses and annual meeting dates of all 
major organizations and agencies of in- 
terest to psychiatrists. Members who 
have not tried this book in the past are 
urged to do so. It is returnable within 30 
days for a full refund if not acceptable. 
Order promptly to be sure of your copy. 



















DESK: $5.00 each 
POCKET: $3.00 each 

BOTH: $7.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 













Enclosed is $ for copy(ies) 





of 





Name: 








Address: 


City 










State Zip 









Send order form to: 






Publications Services Division 
American Psychiatric Association 
1700 18th Street N.W. 
Washington, D. C. 20009 
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132.122, Postal Manual). The purpose, function, 
and nonprofit status of this Organization and the 
exempt status for Federal income tax purposes 
have not changed during the preceding 12 months. 

10. Extent and nature of circulation: Average 
no. copies each issue during preceding 12 months: 
A. Total no. copies printed (net press run): 
25,572; B. Paid circulation: 1. Sales through deal- 
ers and carriers, street vendors and counter sales: 
None; 2. Mail subscriptions: 24,258; C. Total paid 
circulation: 24,258; D. Free distribution (includ- 
ing samples) by mail, carrier or other means: 314; 
E. Total distribution (Sum of C and D): 24,572; 
F. Office use, left-over, unaccounted, spoiled after 
printing: 1,000; G. Total Sum of (E & F—should 
equal net press run shown in A): 25,572. 

Actual number of copies of single issue pub- 
lished nearest to filing date: A. Total no. copies 
printed (net press run): 26,634: B. Paid circula- 
tion: 1. Sales through dealers and Carriers, street 
vendors and counter sales: None: 2. Mail subscrip- 
tions: 25,310; C. Total paid circulation: 23,3 10: 
D. Free distribution (including samples) by mail, 
carrier or other means: 324; E. Total distribution . 
(Sum of C and D): 25,634: F. Office use, left- 
Over, unaccounted, spoiled after printing: 1,000: 
G. Total (Sum of E & F—should equal net press 
run shown in A): 26,634. 

I certify that the statements made by me above 
are correct and complete. 

(Signature of editor, publisher, business manager, 
or owner) 
ROBERT J. LOWE 
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For information relating to Indications, 
Contraindications, Warnings, Precautions 
and Adverse Reactions, please turn page 
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"Haldol 


(HALOPERIDOL) 


a first choice for prompt rapport 


in establishing the therapeutic alliance 


A Dosage Form for Every Need: 





& 4 tablet strengths for convenience in individualizing dosage: Y2 mg., 1 mg., 2 mg.and 5 mg. 





epee An undetectable, tasteless Liquid Concentrate 


for the patient unable or unwilling to swallow tablets: 2 mg. per cc 


sere A rapid-acting Injectable for psychiatric emergencies: 5 mg. percc * 





Summary of Directions for Use 


Indications: For the treatment of such symptoms as moderate 
to severe agitation, anxiety and tension, assaultiveness, delu- 
sions, hallucinations, hostility, and hyperactivity when they 
are manifestations of psychosis including schizophrenia, the 
manic type of manic depressive illness, or psychotic reactions 
associated with organic brain syndromes or mental retardation, 
For the control of tics and vocal utterances of Gilles de la 
‘Tourette’s Syndrome. 

Contraindications: HALpot (haloperidol) is contraindicated in 
patients who are severely depressed, comatose, have CNS de- 
pression due to alcohol or other centrally-acting depressants, 
have Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy—Sale use of HAtpor (halo- 
peridol) in pregnancy and lactation has not been established: 
therefore, its use in pregnancy, in nursing mothers, or in 
women of childbearing potential requires that the possible 
benefits of the drug be weighed against the potential hazards. 
A case of phocomelia in an infant whose mother received 
haloperidol along with a number of other medications during 
the first trimester of pregnancy has been reported (a causal 
relationship was not established in this case). Animals rec civing 
2 to 20 times the maximum human dose of Hatpor orally and/ 
or parenterally showed increased incidence of resorption, re- 
duced fertility, delayed delivery, dose-related pup mortality 
(presumably due to lack of maternal care reflecting CNS de- 
pression). 

Usage in Children—Safety and effectiveness in children have 
not been established: therefore, this drug is not recommended 
for use in the pediatric age group. 

General: Cases of bronchopneumonia, some fatal, have fol- 
lowed the use of major tranquilizers, including haloperidol. 
It has been postulated that lethargy and decreased sensation 
of thirst may lead to dehydration, hemoconcentration and re- 
duced pulmonary ventilation. If these signs and symptoms 
appear, especially in the elderly, the physician should institute 
remedial therapy promptly. Although not reported with 
Hatpot (haloperidol), decreased serum cholesterol and/or 
cutaneous and ocular changes have been reported in patients 
receiving chemically-related drugs. Hatpot may impair the 
mental and/or physical abilities required for the performance 
of hazardous tasks such as operating machinery or driving a 
motor vehicle. The ambulatory patient should be warned ac- 
cordingly. The use of alcohol should be avoided due to possible 
additive effects and hypotension. 


Precautions: Hanoi. (haloperidol) should be administered 
cautiously to patients: (1)—with severe cardiovascular dis- 
orders, because of the possibility of transient hypotension 
and/or precipitation of anginal pain. Should hypotension oc- 
cur and a vasopressor be required, epinephrine should not be 
used since Harbor may block its Vasopressor activity and para- 
doxical further lowering of blood pressure may occur. (2)—re- 
ceiving anticonvulsant medication, because HALDOL may lower 
the convulsive threshold, although it will not increase the effects 
of anticonvulsant medication. Adequate anticonvulsant ther- 
apy should be maintained concomitantly. (3)— with known 
allergies, or with a history of allergic reactions to drugs. 
(4)— receiving anticoagulants, since an isolated instance of 
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interference occurred with the effects of one anticoagulant 
(phenindione). 

If concomitant anti-Parkinson medication is required, it may 
have to be continued after haloperidol is discontinued because 
of the difference in excretion rates. If both are discontinued 
simultaneously, extrapyramidal symptoms may occur. Intra- 
ocular pressure may increase when anticholinergic drugs, in- 
cluding anti-Parkinson agents, are administered concomitantly 
with Harbor. When HALbOoL is used to control mania in « voli 
disorders there may be a rapid mood swing to depression. 
Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
lrequently, often during the first few days of treatment. Gen- 
erally they involved Parkinson-like symptoms which usually 
were mild to moderately severe and reversible. Other types of 
neuromuscular reactions (motor restlessness, dystonia, akathisia, 
hyperreflexia, opisthotonos, oculogyric crises) have been re- 
ported far less frequently, but were often more severe. Severe 
extrapyramidal reactions have been reported at relatively low 
doses. Generally extrapyramidal symptoms are dose related since 
they occur at relatively high doses and disappear or become 
less severe when the dose is reduced. Administration of anti- 
Parkinson drugs may be required for control of such reactions. 
Persistent extrapyramidal reactions have been reported and the 
drug may have to be discontinued in such cases. Other CNS 
Effects— Insomnia, restlessness, anxiety, euphoria, agitation, 
drowsiness, depression, lethargy, headache, confusion, vertigo, 
grand mal seizures, and exacerbation of psychotic symptoms 
including hallucinations. Cardiovascular Effects: Tachycardia 
and hypotension. Hematologic Effects: Reports have appeared 
of mild and usually transient leukopenia and leukocytosis, 
minimal decreases in red blood cell counts, anemia, or a tend- 
ency toward lymphomonocytosis. Agranulocytosis has rarely 
been reported and then only in association with other medica- 
tion. Liver Effects: Impaired liver function and/or jaundice 
have been reported, although a causal relationship has not been 
established. Dermatologic Reactions: Maculopapular and acnei- 
form skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorge- 
ment, mastalgia, menstrual irregularities, gynecomastia, impo- 
tence, increased libido, hyperglycemia and hypoglycemia. Gas- 
trointestinal Effects: Anorexia, constipation, diarrhea, hyper- 
salivation, dyspepsia, nausea and vomiting. Autonomic 
Reactions: Dry mouth, blurred vision, urinary retention and 
diaphoresis. Respiratory Effects: Laryngospasm, bronchospasm 
and increased depth of respiration. 

Complete dosage information available in insert which ac con- 
panies each package (or on request). 

The use of the injectable form is intended for the acutely agi- 
tated psychotic patient with moderately severe to very severe 
symptoms. 

IMPORTANT: Full directions for use should be read before 
H ALDOL (haloperidol) is administered or prescribed. 


*With 0.5 mg. methylparaben and 0.05 mg. propylparaben per cce., 
and lactic acid for pH adjustment to 3.4 + 0.2. 
McNEIL | McNeil Laboratories, Inc. 
Fort Washington, Pa. 19034 
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For information relating to Indications, 
Contraindications, Warnings, Precautions 
and Adverse Reactions, please see facing page. 





















Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 

Minimal Brain Dysfunction in Children 
—as adjunctive therapy to other re- 
medial measures (psychological, 
educational, social) 


Special Diagnostic Considerations 
Specific etiology of Minimal Brain Dys- 
function (MBD) is unknown, and there 
is no single diagnostic test. Adequate 
diagnosis requires the use not only of 
medical but of special psychological, 
educational, and social resources. 


The characteristic signs most often 
observed are chronic history of short 
attention span, distractibility, emotional 
lability, impulsivity, and moderate to 
severe hyperactivity; specific learning 
disabilities; perceptual motor impair- 
ment; minor neurological signs and 
abnormal EEG. The diagnosis of MBD 
must be based upon a complete history 
and evaluation of the child and not 
solely on the presence of one or more of 
these signs. 

Drug treatment is not indicated for all 
children with MBD. Appropriate educa- 
tional placement is essential and psy- 


Helping the MBD 


Ese 


be necessary. When remedial measures 
alone are insufficient, the decision to 
prescribe stimulant medication wil 
depend upon the physician's assess- 
ment of the chronicity and severity of 
the child’s symptoms. 


CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, 
since Ritalin may aggravate these symp- 
toms. Also contraindicated in patients 
known to be hypersensitive to the drug 
and in patients with glaucoma. 


WARNINGS 

Ritalin is not recommended for chil- 
dren under six years, since safety and 
efficacy in this age group have not been 
established. 


Since sufficient data on safety and effi- 
cacy of long-term use of Ritalin in chil- 
dren with minimal brain dysfunction 
are not yet available, those requiring 
long-term therapy should be carefully 
monitored. 


Ritalin should not be used for severe 
depression of either exogenous or en- 
dogenous origin or for the prevention of 
normal fatigue states. 

Ritalin may lower the convulsive thresh- 
old in patients with or without prior 
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seizures; with or without prior EEG 
abnormalities, even in absence of sei- 
zures. Safe concomitant use of anti- 
convulsants and Ritalin has not been 
established. If seizures occur, Ritalin 
should be discontinued. 


Use cautiously in patients with hyper- 
tension. 


Drug Interactions 

Ritalin may decrease the hypotensive 
effect of guanethidine. Use cautiously 
with pressor agents and MAO inhibitors. 
Ritalin may inhibit the metabolism of 
coumarin anticoagulants, anticonvul- 
sants (phenobarbital, diphenylhy- 
dantoin, primidone), phenylbutazone, 
and tricyclic antidepressants (imipra- 
mine, desipramine). Downward dosage 
adjustments of these drugs may be 
required when given concomitantly 
with Ritalin. 


Usage in Pregnancy 

Adequate animal reproduction studies 
to establish safe use of Ritalin during 
pregnancy have not been conducted. 
Therefore, until more information is 
available, Ritalin should not be pre- 
scribed for women of childbearing age 
unless, in the opinion of the physiri= > 
the potential benefits outwei’ 
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is full potential 





Here is a child problem is more than the mischief and 

who seems to hyperactivity that occur as a phase of 

get very little normal growth. He is a victim of 

out of school. Minimal Brain Dysfunction, a diag- 
He can’t sit nosable disease entity that generally 

still. Doesn’t responds to treatment programs. 





take direction 
well. He’s easily 
frustrated, ex- 
citable, often 
aggressive. And 


And Ritalin can be an important 
part of the total rehabilitation program 
which includes remedial measures at 
home and at school. Ritalin, an effective 
and well-tolerated CNS stimulant, can 


is 
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he’s got a very short attention span. 
The teacher may seek professional 
help because of his disturbing influence 
in the classroom. But the real tragedy 
is that he’s simply not developing basic 
learning skills. And failure to learn in 


child. 


these early years could mean he'll 


never catch up. 


Yet this tragic waste of human 
potential could be averted. For the 


Ritalin 
(methylphenidate) 


when medication 
is indicated 


Drug Dependence 
Ritalin should be given cautiously 
to emotionally unstable patients, 


such as those with a history of drug 
dependence or alcoholism, because 
such patients may increase dosage 
on their own initiative. 

Chronically abusive use can lead to 
marked tolerance and psychic de- 
pendence with varying degrees of 
abnormal behavior. Frank psychotic 
episodes can occur, especially with 
parenteral abuse. Careful super- 
vision is required during drug with- 
drawal, since severe depression as 
well as the effects of chronic over- 
activity can be unmasked. Long-term 
follow-up may be required because 
of the patient's basic personality 
disturbances. 





PRECAUTIONS 

Patients with an element of agitation 
may react adversely; discontinue 
therapy if necessary. 

Periodic CBC and platelet counts are 
_advised during prolonged therapy. 
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ADVERSE REACTIONS 

Nervousness and insomnia are the most 
common adverse reactions but are 
usually controlled by reducing dosage 
and omitting the drug in the afternoon 
or evening. Other reactions include: 
hypersensitivity (including skin rash, 
urticaria, fever, arthralgia, exfoliative 
dermatitis, and erythema multiforme 
with histopathological findings of necro- 
tizing vasculitis); anorexia; nausea; dizzi- 
ness; palpitations; headache; dyskinesia; 
drowsiness; blood pressure and pulse 
changes, both up and down; tachycardia; 
angina; cardiac arrhythmias; abdominal 
pain; weight loss during prolonged 
therapy. In children, loss of appetite, 
abdominal pain, weight loss during 
prolonged therapy, insomnia, and tachy- 
cardia may occur more frequently. Toxic 
psychosis has been reported. 

DOSAGE AND ADMINISTRATION 
Children with Minimal Brain Dysfunc- 
tion (6 years and over) 

Start with small doses (eg, 5 mg before 
breakfast and lunch) with gradual in- 
crements of 5 to 10 mg weekly. Daily 
dosage above 60 mg is not recom- 
mended. If improvement is not observed 
after appropriate dosage adjustment 
over a One-month period, the drug 


help control hyperactivity and other 
symptoms that so often beset the MBD 


Of course, Ritalin is not indicated 
for childhood personality and behavior 
disorders not associated with MBD. 







If paradoxical aggravation of symptoms 
or other adverse effects occur, reduce 
dosage, or, if necessary. ciscontinue 
the drug. 

Ritalin should be periodically discon- 
tinued to assess tre chi d's condition. 
Improvement may be sustained when 
the drug is either temporarily cr per- 
manently discontinued. 

Drug treatment should ret and need 
not be indefinite and usually may be 
discontinued after puber'y. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles 
of 100 and 1000. 

Tablets, 10 mg (pale green, sccred); 
bottles of 100, 500, 1009 and Strip 
Dispensers of 100. 

Tablets, 5 mg (pale yellow); bottles of 
100, 500 and 1000. 


Consult complete product literature 
before prescribing. 


CIBA Pharmaceutical Company | 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07991 274734-1 17 
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THE PATIENT’S ANXIETY AND DEPRESSION NEED TREATMENT... 


Her signs and symptoms suggested it — Your complete workup confirmed it. 


by. 
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Clinically significant anxiety may 
manifest itself by a variety of signs 
and symptoms, all of which are more 
readily apparent than those of 
depression. As a result, the 
coexisting depression that so 
frequently exists is often overlooked. 


Many such patients are being treated 
with just a tranquilizer and nothing 
more. This can complicate or 
expose the underlying depression 
and even delay symptomatic 
improvement. 


That’s why an obviously anxious 
patient should be given a thorough 
evaluation with a complete history 
and physical examination. 


If coexisting depression is affirmed, 
the physician should consider a 
medication specifically formulated to 
aid in treating the anxiety-depression 
syndrome. 


TRIAVIL is that kind of agent. 


Indicated for moderate to severe 
anxiety with depression, TRIAVIL is 
a dual component product consisting 


of perphenazine, a highly effective 
tranquilizer and amitriptyline HCl, 
an effective antidepressant. Working 
together, these two components treat 
both anxiety and depression, often 
relieving many of the somatic 
complaints so commonly associated 
with this disorder. 


The drug may impair alertness and 
can potentiate the response to 

alcohol. Should not be used during 
the acute recovery phase following 
myocardial infarction. Should not be 
given to patients who have received 
an MAOI within two weeks. 
TRIAVIL should be used with 
caution in glaucoma and in patients 
prone to urinary retention. 
Contraindicated in CNS depression 
and in bone marrow depression. 
Suicide is inherent in any depressive 
illness. Close supervision of patients 
is essential until satisfactory 
remission has taken place. This type 
of patient should not have easy 
access to large quantities of the drug. 
For additional prescribing informa- 
tion, please turn to the following page. 


TRIAVIL® 2-25 TRIAVIL® 4-25 


TRIAVIL® 2-10 
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TRIAVIL® 4-10 mS 
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TRIAVIL 


CONTAINING PERPHENAZINE AND AMITRIPTYLINE HCI 


A FLEXIBLE TRANQUILIZER-ANTIDEPRESSANT 
FOR MODERATE TO SEVERE ANXIETY WITH DEPRESSION 
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TRIAVIL 


TRAN QUILIZER-ANTIDEPRESSANT 


CONTAINING PERPHENAZINE AND AMITRIPTYLINE HCl 
FOR MANY PATIENTS WITH 
MODERATE TO SEVERE ANXIETY WITH DEPRESSION 


TRIAVIL® 2-28: Each tablet contains 2 mg of perphenazine and 
25 meg of amitriptyline HCL. 


TRIAVIL® 2-10: Each tablet contains 2 mg of perphenazine and 
10 mg of amitriptyline HCI. 


TRIAVIL® 4-25: Each tablet contains 4mg of perphenazine and 
25 mg of amitriptyline HCI. 


TRIAVIL® 4-10: Each tablet contains 4 mg of perphenazine and 
10 mg of amitriptyline HCI. 


INITIAL THERAPY 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


IN MAINTENANCE THERAPY 
TRIAVIL® 2-10 {or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression 
from drugs (barbiturates, narcotics, analgesics, antihistamines} 
and alcohol; bone marrow depression; pregnancy; known hyper- 
sensitivity to phenothiazines or amitriptyline. Do not give con- 
comitantly with MAO! drugs because hyperpyretic crises, severe 
convulsions, and deaths have occurred from such combinations. 
Allow minimum of 14 days between therapies, then initiate 
therapy with TRIAVIL cautiously, with gradual increase in dos- 
age until optimum response is achieved. Not recommended for 
use during acute recovery phase following myocardial infarc- 
tion. Not recommended in children. 


WARNINGS: TRIAVIL should not be given with guanethidine or 
similarly acting compounds. Use cautiously in patients with 
history of urinary retention, narrow-angle glaucoma, increased 
ocular pressure, or convulsive disorders. Patients with cardio- 
vascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly In high 
aoses, have been reported to produce arrhythmias, sinus tachy- 
cardia, and prolongation of conduction time. Myocardial infarc- 
tion and stroke have been reported with tricyclic antidepressant 
drugs. Close supervision is required for hyperthyroid patients or 
those receiving thyroid medication. Caution patients performing 
hazardous tasks, such as operating machinery or driving motor 
vehicles, that drug may impair mental and/or physical abilities. 


PRECAUTIONS: Suicide is a possibility in depressed patients 
and may remain unti! significant remission occurs. Such pa- 
tients should not have access to large quantities of this drug. 


Perphenazine: Should not be used Indiscriminately. Use with 
caution in patients who have previously exhibited severe ad- 
verse reactions to other phenothiazines. Likelihood of untoward 
actions is greater with high doses. Closely supervise with any 
dosage. 

The antiemetic effect of perphenazine may obscure signs of 
toxicity due to overdosage of other drugs or make more difficult 
the diagnosis of disorders such as brain tumor or intestinal 
obstruction. 

A significant, not otherwise explained, rise in body temperature 
may suggest individual intolerance to perphenazine, in which 
case discontinue. f 

If nypotension develops, epinephrine should not be employed, 
as its action is blocked and partially reversed by perphenazine. 
Phenothiazines may potentiate the action of central nervous 
system depressants (opiates, analgesics, antihistamines, bar- 
biturates, alcohol) and atropine. In concurrent therapy with any 
of -hese, TRIAVIL should be given in reduced dosage. May also 
potentiate the action of heat and phosphorous insecticides. 


Amitriptyline: In manic-depressive psychosis, depressed pa- 
tients may experience a shift toward the manic phase if they 
are treated with an antidepressant drug. Patients with paranoid 
symptomatology may have an exaggeration of such symptoms. 
The tranquilizing effect of TRIAVIL has seemed to reduce the 
likelihood of this effect. 

Supervise closely and carefully adjust dosage when given with 
anticholinergic agents and sympathomimetic drugs. 

The drug may enhance the response to alcohol and the effects 
of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electro- 
shock therapy may increase the hazards of therapy. Such treat- 
ment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possibie. 
Elevation and lowering of blood-sugar levels have both been 
reportec. 


ADVERSE REACTIONS: Similar to those reported with either 
constituen: alone. 


Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonos, 
oculogyric crises, hyperrefiexia, dystonia, akathisia, dyskinesia, 
parkinsonism) usually controlled by the concomitant use of 
effective antiparkinsonian drugs and/or by reduction in dosage, 
but sometimes persist after discontinuation of the phenothi- 
azine; skin disorders (photosensitivity, itching, erythema, urti- 
caria, eczema, up to exfollative dermatitis); other allergic 
reactions (asthma, laryngeal edema, angioneurotic edema, ana- 
phylactoid reaction); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, disturbances of menstrual cycle); altered cerebrospinal 
fluid proteins; paradoxical excitement; ECG abnormalities 
(quinidine-like effect); reactivation of psychotic processes; 
catatonic-like states; autonomic reactions, such as dryness of 
the mouth, headache, nausea, vomiting, constipation, obstipa- 
tion, urinary frequency, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; 
corneal and lenticular pigmentation; occasional lassitude; mus- 
cle weakness; mild insomnia. Other adverse reactions reported 
with various phenothiazine compounds include blood dyscrasias 
(pancytopenia, thrombocytopenic purpura, leukopenia, agranu- 
locytosis, eosinophilia); liver damage (jaundice, biliary stasis); 
grand mal convulsions; cerebral edema; polyphagia; photo- 
phobia; sxin pigmentation; and failure of ejaculation. 


Amitriptyline: Note: Listing includes a few reactions not re 
ported for this drug, but which have occurred with other 
pharmacoicgically similar tricyclic antidepressant drugs. 
Cardiovascular: Hypotension; hypertension; tachycardia; pal 
pitation; myocardial infarction; arrhythmias; heart block; stroke. 
CNS and Neuromuscular: Confusional states; disturbed concen- 
tration; dsorientation; delusions; hallucinations; excitement: 
anxiety; restlessness; insomnia; nightmares; numbness, ting- 
ling, and paresthesias of the extremities; peripheral neuropathy; 
incoordination; ataxia; tremors; seizures; alteration in EEG pat- 
terns; extrapyramidal symptoms; tinnitus. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; consti- 
pation; paralytic ileus; urinary retention; dilatation of urinary 
tract. Allergic: Skin rash; urticaria; photosensitivity; edema of 
face and tongue. Hematologic: Bone marrow depression includ 
ing agranulocytosis; eosinophilia; purpura; thrombocytopenia. 
Gastrointestinal: Nausea; epigastric distress; vomiting; anorexia; 
Stomatitis; pecullar taste; diarrhea; parotid swelling; black 
tongue. Endocrine: Testicular swelling and gynecomastia in the 
male; breast enlargement and galactorrhea in the female; in- 
cfeased or decreased libido; elevated or lowered blood-sugar 
levels. Other: Dizziness; weakness; fatigue; headache; weight gain 
or loss; increased perspiration; urinary frequency; mydtiasis; 
drowsiness; jaundice; alopecia. Withdrawal Symptoms: Abrupt 
cessation after prolonged administration may produce nausea, 
headache, and malaise. These are not indicative of addiction. 


MSD 
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For more detalled information, consult your 
MSD Recresentative or see the Prescribing 
Information. Merck Sharp & Dohme, Division 
of Merck & Co., Inc., West Point, Pa, 19486 


Fj 


MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 












The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety. 
depression, etc. Maximum safety, no addit ves—patient 
conscious and cooperating with therapy. 


The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
| Electro-Sleep Therapy, Focal Treatment. 
me Mono-Polar Treatment, Barbiturate Coma (and 
5 3 other respiratory problems), Mild Sedac, Deep 
gO a Tg LS a N Sedac Therapy, Pre-Convulsive Sedac, Post- 
‘ Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar ‘’Collar’’ type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges cf 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


i The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved pane. 
This compact instrument is only 3 x 5 inches, 
7 : weighs but 3 Ibs., yet provides full positive control 
_— f of glisando effect over entire voltage range, as well 
7 as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


Le 
~ 
—— 


An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician’s bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 





For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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Navan 


schizophrenic 


Diagnosis: acute schizophrenia. The goals of treatment: Reduction 
of schizophrenic symptoms; more competent response to environment: 
the return to productive participation. 


Navane (thiothixene) has been found* to be effective in decreasing 
symptoms of acute or chronic schizophrenia and in increasing levels of 
functioning. Navane has also been found effective in improving the 
work output of clinically stable schizophrenic patients. 


Patients treated with Navane have shown improvement in work-associated 
characteristics, such as adaptation to job tasks, response to instructions, 
concentration and relations with peers and superiors. Of most importance is 
the improvement Navane-treated patients have shown in overall attitude 
toward work and productivity. 


The schizophrenic patient need not be released from the hospital only to 
be institutionalized at home. Navane may help him to become a functioning 
member of his family and a productive member of society. 


® 


(thiothixene ) CAPSULES 1 mg.,2me.,5me., 10mg. 
(thiothixene hydrochloride) 


CONCENTRATE 5 mg./cc.—INTRAMUSCULAR 2 mg./cc. 
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may help the 
schizophrenic 
patient attain the 
goal of productive 
participation 


For prescribing information, including adverse reactions 
and contraindications, please see following page. *Data available on request. 
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Navane’ (thiothixene) (thiothixene hydrochloride) 


BRIEF SUMMARY 

Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from 
the aliphatic group of phenothiazines. Navane’s 
mode of action has not been clearly established. 
Indications. Navane is effective in chronically ill 
schizophrenic patients as well as those with acute 
schizophrenic manifestations. 

The clinical response to Navane is characterized 

by relief of schizophrenic manifestations such as: 
hallucinations, hostility, suspiciousness, emotional 
or social withdrawal, anxiety, agitation, and 
tension. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose States, 
central nervous system depression due to any 
cause, and bleod dyscrasias. Navane is contrain- 
dicated in individuals who have shown hyper- 
sensitivity to the drug. 

It is not Known whether there is a cross-sensi- 

tivity between the thioxanthenes and the pheno- 
thiazine derivatives, but this possibility should be 
considered. 
Warnings. Usage in Pregnancy—Safe use of Navane 
during pregnancy has not been established. There- 
fore, this drug should be given to pregnant pa- 
tients Only when, in the judgment of the physician, 
the expected benefits from the treatment exceed 
the possible risks to mother and fetus. Animal re- 
production studies and clinical experience to date 
have not demonstrated any teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 15 
mg./Kg./day), rabbits (3 to 50 mg./kg./day), and 
monkeys (1 to 3 mg./Kg./day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the physical and/or mental abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery, es- 
pecially during the first few days of therapy. There- 
fore, the patient should be cautioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed in 
animal studies with Navane; since this effect may 
also occur in man, it is possible that Navane may 
mask signs of overdosage of toxic drugs and may 
obscure conditions such as intestinal obstruction 
and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should be 
used in patients with a history of convulsive dis- 
orders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is adminis- 
tered concurrenty. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with CNS depressants other than anti- 
convulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agranu- 
locylosis, pancytopenia, thrombocytopenic pur- 
pura) and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration—As with all in- 
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Capsules: 1 mg., 2 mg., 


5 mg., 10 mg. 


tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. 

The preferred sites are the upper outer quadrant 
of the buttock (i.e., gluteus maximus) and the mid- 
lateral thigh. 

The deltoid area should be used only if well 

developed, such as in certain adults and older 
children, and then only with caution to avoid 
radial nerve injury. Intramuscular injections should 
not be made into the lower- and mid-thirds of the 
upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
injection into a blood vessel. 
Adverse Reactions. Nore: Not all of the following 
reactions have been reported with Navane. How- 
ever, since Navane has certain chemical and phar- 
macologic similarities to the phenothiazines, all 
of the known side effects and toxicity associated 
with phenothiazine therapy should be borne in 
mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspecific 
EKG changes have been observed in some patients 
receiving Navane. These changes are usually re- 
versible and frequently disappear on continued 
Navane therapy. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur, although it usually subsides with continu- 
ation of Navane therapy. The incidence of sedation 
appears to be similar to that of the piperazine 
group of phenothiazines, but less than that of 
certain aliphatic phenothiazines. Restlessness, agi- 
tation and insomnia have been noted with Navane, 
Seizures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane iufrequently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

Extrapyramidal symptoms such as pseudo-par- 
Kinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
Symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Although not reported with Navane, persistent 
dyskinesias have in rare instances been associated 
with certain antipsychotic agents. In addition, 
phenothiazine derivatives have been associated 
with cerebral edema and cerebrospinal fluid ab- 
normalities. 

Hepatic effects: Elevations of serum transami- 
nase and alkaline phosphatase, usually transient, 
have been infrequently observed in some patients. 
No clinically confirmed cases of jaundice attribu- 
table to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuko- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, and 
rare cases of anaphylaxis have been reported with 
Navane. Although not experienced with Navane, 
exfoliative dermatitis and contact dermatitis (in 
nursing personnel) have been reported with cer- 
tain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweating, 
increased salivation, and impotence have occurred 
infrequently with Navane therapy. Phenothiazines 
have been associated with miosis, mydriasis, and 
adynamic ileus. 

Other adverse reactions: Hyperpyrexia, an- 
orexia, nausea, vomiting, diarrhea, increase in ap- 
petite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 

Note: Sudden deaths have been occasionally 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 


Concentrate: 5 mg./cc. 
Intramuscular: 2 mg./cc. 


due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In general, 
small dosages should be used initially and grad- 
ually increased to the optimal effective level, based 
on patient response. 

Usage in children under 12 years of age is 
not recommended. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of behavior is desirable, the intramus- 
cular form of Navane may be indicated. It is also 
of benefit where the very nature of the patient’s 
symptomatology, whether acute or chronic, renders 
oral administration impractical or even impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg. of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dosage 
of 16 to 20 mg. The maximum recommended 
dosage is 30 mg./day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—Acute 
and Chronic Schizophrenic Reactions. In milder 
conditions, an initial dose of 2 mg. three times 
daily, If indicated, a subsequent increase to 15 
mg./day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 
mg. twice daily. 

The usual optimal dose is 20 to 30 mg. daily. If 
indicated, an increase to 60 mg./day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg. rarely increases the beneficial 
response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms 
of gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma. 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. Keep patient under careful observation 
and maintain an open airway, since involvement 
of the extrapyramidal system may produce dys- 
phagia and respiratory difficulty in severe overdos- 
age. If hypotension occurs, the standard measures 
for managing circulatory shock should be used 
(1.V. fluids and/or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not re- 
commended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pressure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picrotoxin 
or pentylenetetrazol should be avoided. Extra- 
pyramidal symptoms may be treated with antipar- 
kinson drugs. 

There are no data on the use of peritoneal or 
hemodialysis, but they are known to be of little 
value in phenothiazine intoxication. 

How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg., 2 mg., 5 mg., and 
10 mg. in bottles of 100 and 1,000. 

Navane (thiothixene hydrochloride) Concentrate 
is available in 120 cc. (4 0z.) bottles with an ac- 
companying dropper calibrated at 2 mg., 4 mg., 5 
mg., 6 mg., 8 mg. and 10 mg. Each cc. contains 
thiothixene hydrochloride equivalent to 5 mg. of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v. 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular Solution is available in a 2 cc. amber glass 
vial in packages of 10. Each cc. contains thiothix- 
ene hydrochloride equivalent to 2 mg. of 
thiothixene, dextrose 5% w/v and benzyl alcohol 
0.9% w/v. 
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A division of Pfizer Pharmaceuticals 
New York. New York 10017 
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BASIC ANXIETIES 
OF ‘TODAY'S NEUROTIC PATIENT 





The Inadequate Self 
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Low Self-Esteem... 
High Levels of Anxiety 


When the neurotic patient thinks of him- 
self—and he tends to be excessively introspec- 
tive—his thoughts often represent an extreme 
self:judgment, a condemning of himself. Char- 
acteristically, the neurotic is controlled by self- 
defining patterns of thoughts inadequately (or 
pathologically) developed in childhood. (In 
many cases, his negative self-evaluation stems 
from the internalization of early parental 
contempt.) Now, as an adult, he still sees him- 
self as puny, weak, ineffectual, even worthless. 
Moreover, he lives in a constantly changing, 
extraordinarily complex and dehumanizing 
society which, unlike the societies of more 
stable eras, tends to deepen the individual's 
feelings of inadequacy and helplessness—his 
inability to cope with stress and to make 
decisions. 

Because the neurotic patient's self-image 
may be poor, he takes great pains to conceal 
his presumed inadequacies from others, and 
their evaluations of his behavior can assume 
enormous importance. Furthermore, any real, 
or imagined, disapproval from others tends to 
induce disproportionately high levels of im- 
mobilizing anxiety. 

In such cases, the neurotic patient may find 
himself in a peculiar kind of trap: severe anxi- 
ety—with its handicapping effect on both per- 
formance and concentration—may reinforce 
his sense of inadequacy and thus help per- 
petuate his already ingrained, habitual low 
self-esteem. 


Before prescribing, please consult complete product 
information, a summary of which follows: 


Indications: Relief of anxiety and tension occurring 
alone or accompanying various diseasẹ states. 
Contraindications: Patients with known hypersensi- 
tivity to the drug. , 
Warnings: Caution patients about possible combined 
effects with alcohol and other CNS depressants. As 
with all CNS-acting drugs, caution patients against 
hazardous occupations requiring complete mental 
alertness (e.g., operating machinery, driving). 
Though physical and psychological dependence have 
rarely been reported on recommended doses, use 
caution in administering to addiction-prone individ- 
uals or those who might increase dosage; withdrawal 
symptoms (including convulsions), following discon- 
tinuation of the drug and similar to those seen with 
barbiturates, have been reported. Use of any drug 
in pregnancy, lactation, or in women of childbearing 
age requires that its potential benefits be weighed 
against its possible hazards. 

Precautions: In the elderly and debilitated, and in 
children over six, limit to smallest effective dosage 
(initially 10 mg or less per day) to preclude ataxia 
or oversedation, increasing gradually as needed and 
tolerated. Not recommended in children under six. 
Though generally not recommended, if combination 
therapy with other psychotropics seems indicated, 
carefully consider individual pharmacologic effects, 
particularly in use of potentiating drugs such as 
MAO inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or hepatic 
function. Paradoxical reactions (e.g., excitement, 


Librium 
\chlordiazepoxide HCI) 
In Todays Psychiatric Practice 


In many such cases—when the patient's 
anxiety is, in the therapist's hee severely 
distressing and disabling — Librium (chlor- 
diazepoxide HCl) often becomes a highly use- 
ful adjunct to psychotherapy. A dependable, 
effective antianxiety agent, Librium generally 
helps keep the neurotic patient’s anxiety at 
tolerable levels, until such medication is no 
longer required. In addition, the calming in- 
fluence of Librium may help the patient re- 
main significantly less tense and apprehensive 
between counseling sessions—and may thus 
help to restore effective performance. In gen- 
eral use, the most common side effects reported 
have been drowsiness, ataxia and confusion, 
particularly in the elderly and debilitated. 
(See summary of prescribing information.) 


stimulation and acute rage) have been reported n 
psychiatric patients and hyperactive aggressive chil- 
dren. Employ usual precautions in treatment of anx- 
iety states with evidence of impending depression; 
suicidal tendencies may be present and protective 
measures necessary. Variable effects on blood co- 
agulation have been reported very rarely in patierts 
receiving the drug and oral anticoagulants; causal 
relationship has not been established clinically. 
Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. 
These are reversible in most instances by proper des- 
age adjustment, but are also occasionally observed 
at the lower dosage ranges. In a few instances syn- 
cope has been reported. Also encountered are iso- 
lated instances of skin eruptions, edema, minor 
menstrual irregularities, nausea and constipation, 
extrapyramidal symptoms, increased and decreased 
libido—all infrequent and generally controlled with 
dosage reduction; changes in EEG patterns (low- 
voltage fast activity) may appear during and after 
treatment; blood dyscrasias (including agranulocy- 
tosis), jaundice and hepatic dysfunction have been 
reported occasionally, making periodic blood counts 
and liver function tests advisable during protracted 
therapy. 

Supplied: Librium Capsules containing 5 mg, 10mg 
or 25 mg chlordiazepoxide HCI. Libritabs® Tab ets 
containing 5 mg, 10 mg or 25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, N.J. 07110 
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Michael was started on 
MYSOLINE... kept on it 


Brand of PRIMIDONE 





..and now, who would know 
hess an epileptic 


When your anticonvulsant regimen only partially controls epileptic symp- 


toms, the concomitant use of MYSOLINE (primidone) in appropria ake cases 
may help you achieve your ultimate the rapeutic objective—to bring patiert 
back to normal patterns of living l 

The use of MYSOLINE to contro! seizures when other agents have failed is 


1] 


often possible. Its value in grand mal sii focal seizures is well recognizec. 








Furthermore, MYSOLINE has been described as an excellent drug inthe 
treatment of psychomotor seizures. * 
Early side effects with ‘ieee such as ataxia and vertigo are usually 


transient, and tend to disappear with continued ther ipy or dosage reduction 
MYSOLINE, used either ait or sailed to othe er agents, is tr fic: ited in the 


control of grand mal, psychomotor, and focal epileptic seizures. Consider it 


fA r M a = Ti ~ à Ar = tm ha A m p m a `} 
lOr epileptics your practice...tonelip tnem lead / 3} lives 
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MYSOLINE (primidone) 


used alone...used with others... 
used when others fail 


BRIEF SUMMARY 

(For full prescribing information, see package circular.) 

AYSOLINE (primidone) Ant vulsa 

INDICATIONS: MYSOLINE, either alone or in combination, is indicated in the control 
of grand mal, psychomotor, and focal epileptic seizures. It may control grand mal 
Seizures refractory to other antic liste ses therapy 

PRECAUTIONS: The total di S ould not exceed 2 Gm. Since MYSOL NE 
therapy generally extends over prolonged periods, routine laboratory tests are indicated 
at regular intervals. 

Use in pregnancy: The effect of primidone on the human fetus has not been studied, 
and the benefit of administration of any drug during pregnancy must be weigned 
against any possible effect on the fetus. 

Neonatal hemorrhage, with a coagulation defect resembling vitamin K deficiency, Fas 
b described in newborns whose mothers were taking MYSOLINE and other anti- 
anaes. Pres nant women under anticonvulsant therapy should receive prophy- 


lactic vitamin K, therapy for one month prior to, and during, delivery 
In nursing iaie T yere is evidence that in mothers treated with MYSOLINE, the 
drug appears in the milk in substantial quantities. Since tests for the presence of 
primidone in biological fluids are too complex to be carried out in the average clinical 
laboratory, it is suggested that the presence of undue somnolence and drows ness n 


fr 


nursing newborns of MYSOLINE (primidone)-treated mothers be taken as an indice 
tion that nursing should be di: scontinued 

ADVERSE REACTIONS: Tt st frequently occurring early side effects are ataxia and 
ertigo. These tend to disappear with continued therapy, or with reduction of initia! 


dosage. Occa ionally, the following have been reported: nausea, anorexia, vomiting, 
fatigue, hyperirritability, emotional disturbances, diplopia, nystagmus, drowsiness, and 
morbilliform skin eruptions. On rare occasion, persistent or severe side effects mar 
necessitate withdrawal of the drug. Megaloblastic anemia may occur as a rare idio 
syncrasy to MYSOLINE and to other anticonvulsants. The anemia responds to folic 
acid, 15 mg. daily, without necessity of anni nuing medication. 


DOSAGE AND ADMINISTRATION: The average adult se is 0.75 to 1.5 Gm. per dey. 
The initial dose is 250 mg. Increments of 250 mg. are added, usually at weekly inter- 
vals, to tolerance, or therapeutic effectiveness, up s daily doses not exceeding 2.>Gm. 


A typical dosage schedule for the introduction of MYSOLINE is as follows 
Adults and Children Over 8 Years of ' Age 


ee = aa > 
lst Week 2nd Week 


250 mg. daily at bedtime | 250 me. b.i.d. 














3rd Week 4th Week 
250 MB. ti. 250 mg. q.i.d. 





In children under 8 A an of age, maintenance levels are established by a similar 
schedule, but at one-hi alf ne adult dosage. It is best to begin with 125 mg., with 
gradual weekly increases of 125 mg. a day, to a daily total usually between 5900 meg. 
and 750 mg 

In patients already receiving other anticonvulsants: MYSOLINE (primidone) shoud be 
gradually in sage of the other crug(s) is maintained or gradually de- 
ontinued until satisfactory dosage level is achieved 
tor ¢ nat ation is completely withdrawn. When therapy with 
this product alone is the objective, the transition should not be completed in less than 
t 


4 0) 





WO WEEKS. 

NYSOLINE 50 mg. Tablet can be used to practical advantage when small fractiona® 
djustments (upward or downward) may be required, as in the following circum- 
stances: for initiation of combination therapy; during "transfer" therapy: for added 

stressful situations that are likely to precipitate 
seizures (me snstruat on, allergic episodes, holidays, etc.) 
HOW SUPPLIED: MYSOLINE Tab/ets—No. 430—Each tablet contains 0.25 Gm. (250 mg.) 
of primidone (scored), in bottles of 100 and 1,000. Also in unit dose package of 100. 
No. 431—Each tablet contains 50 mg. of primidone (scored), in botties of 100 and 
500. MYSOLINE S usmeneis le FA 3850—Each 5 cc. (teaspoonful) contains 0.25 Gm. 
(250 mg.) of primidone, in bottles of 8 fluidounces. 


protection in periods of stressor 


AYERST LABORATORIES 


Ayerst. New York N.Y. 10017 
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Maybe you do. Especially if any of your psychotic properties and a clear potential for 
schizophrenic patients are unresponsive to or helping schizophrenics. You and your patients 
intolerant of presently available antipsychotic have everything to gain by trying it... whether 
drugs. You know from your own clinical experience as initial therapy or in cases not responding to 
that many such patients can benefit only from current medication. 

one drug. They're inaccessible until you find the QUIDE has been subjected to intensive clinical 
one that’s right for them. evaluation in both acute and chronic schizophrenic 
With this fact in mind, we'd like to introduce states, and has proved effective in a variety of 
QUIDE (piperacetazine) to you. This piperidine schizophrenic conditions. Studies reflect modergte 
derivative of phenothiazine has proven anti- to excellent improvement in mental status; but 
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as with any antipsychotic, not in every patient. want you and your patients to know about it. 
Although side effects such as extrapyramidal =. 


reactions and oversedation occasionally occurred, l ID) 10 mg. 
dosage modification, or in some cases the tablets tablets 


addition of an anti-parkinson agent, was helpful PIPERACETAZINE 25 mg 


_ in controlling such reactions. QUIDE is regarded tablets 
as generally well-tolerated . . . an important 
. os . . DOW PHARMACEUTICALS 
factor in gaining patient cooperation. To Donci Combay 
No doubt there are schizophrenics who are still Indianapolis, Indiana 
waiting for their phenothiazine. If its QUIDE, we See next page for complete prescribing information. 
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PIPERACETAZINE 


DESCRIPTION: QUIDE (piperacetazine) is a piper- 
idine derivative of phenothiazine. 

Piperacetazine has the following chemical designation: 
10-{ 3-[4-(2-Hydroxyethyl) -piperidino] propyl } 
phenothiazin-2-yl Methyl Ketone. 


ACTIONS: The exact mode of action of the pheno- 
thiazines is unclear, but drugs of this class produce 
changes at all levels of the central nervous system. 
as well as on multiple organ systems. 


INDICATIONS: QUIDE is indicated for use in the 
management of the manifestations of psychotic 
disorders. 


CONTRAINDICATIONS: QUIDE is contraindicated in 
patients who are comatose or markedly depressed 
from any cause and in the presence of preexisting 
thrombocytopenia and other blood dyscrasias, bone 
marrow depression and in patients with significant 
liver disease. QUIDE is contraindicated in women who 
are or may become pregnant since animal reproductive 
studies adequate to establish safety during pregnancy 
have not been carried out. QUIDE is contraindicated 
IN patients who have shown hypersensitivity to the 
drug. Cross sensitivity between phenothiazine 
derivatives may occur. 


WARNING: Like other phenothiazines. QUIDE may 
impair the mental and/or physical abilities required for 
the performance of potentially hazardous tasks such 
as driving a car or operating machinery, especially 
during the first few days of therapy. Therefore. patients 
should be cautioned accordingly. Concomitant use 
with alcohol should be avoided due to the potential 
additive effect. Patients with known suicidal tend- 
encies should not be given QUIDE except under 

strict medical supervision. 

Use in Children: The use of QUIDE in children under 
12 years of age is not recommended because safe 
conditions for its use have not been established. 


PRECAUTIONS: Use with caution in persons who 

1. are receiving barbiturates or narcotics, because of 
additive effects on central nervous system depres- 
sion. The dosage of the narcotic or barbiturate 
should be reduced when given concomitantly 
with QUIDE (piperacetazine). 

2. are receiving atropine or related drugs, because of 

additive anti-cholinergic effects. 

have a history of epilepsy, because this drug may 

lower the convulsive threshold. Adequate anti- 

convulsant therapy must be maintained 
concomitantly. 

4. are exposed to extreme heat or phosphorous 
insecticides. 

5. have a history of peptic ulcer, Aggravation of pre- 
existing ulcer nas occurred. 

6. have cardiovascular disease. 

7. have respiratory impairment due to acute pulmonary 
infections or chronic respiratory disorders such as 
severe asthma or emphysema. 

Keep in mind that the antiemetic effect may mask the 

toxicity of other drugs or obscure the diagnosis of such 

conditions as intestinal obstruction or brain tumor. 

Any sign of blood dyscrasias requires immediate dis- 

continuance of the drug and the institution of 

appropriate therapy. 

The possibility of liver damage. pigmentary retinop- 

athy. lenticular or corneal deposits, and development 

of irreversible dyskinesias should be kept in mind when 
patients are on prolonged therapy. 
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Abrupt Withdrawal: In general, phenothiazines do not 
produce psychic dependence, but gastritis, nausea 
and vomiting. dizziness and tremulousness have been 
reported following abrupt cessation of high-dose 
therapy. Reports suggest that these symptoms can be 
reduced if concomitant antiparkinson agents are con- 
tinued for several weeks after the phenothiazine 

is withdrawn. 


ADVERSE REACTIONS: Not all of the following ad- 
verse reactions have been reported with QUIDE. but 
pharmacological similarities among various pheno- 

thiazine derivatives require that each be considered. 


Note: Sudden Death has occasionally been reported 

in patients who have received phenothiazines. In 

some cases death was apparently due to cardiac arrest, 
in others the cause appeared to be asphyxia due to 
failure of the cough reflex. In some patients the cause 
could not be determined. nor could it be established 
that death was due to the phenothiazine. 


Drowsiness: May occur particularly during the first or 
second week, after which it generally disappears. If 
troublesome, lower the dosage. 


Jaundice: Incidence is low. When it occurs (usually 
between the second and fourth weeks of therapy) it 

is generally regarded as a sensitivity reaction. The 
clinical picture resembles infectious hepatitis with 
laboratory features of obstructive jaundice. It is usually 
reversible although chronic jaundice has been reported 
with phenothiazine therapy. 


Hematological Disorders: Agranulocytosis, eosino- 
philia, leukopenia, hemolytic anemia, thrombocytopenia 
purpura and pancytopenia. 


Agranulocytosis: Most cases have occured between 
the fourth and tenth weeks of therapy. Patients should 
be watched closely during that period for the sudden 
appearance of sore throat or other signs of infection. 
If white blood count and differential show significant 
cellular depression, discontinue the drug and start 
appropriate therapy. A slightly lowered white count. 
however, is not in itself an indication to discontinue 
the drug. 


Cardiovascular: Postural hypotension. tachycardia 
(especially following rapid increase in dosage). brady- 
cardia, cardiac arrest. faintness and dizziness. Occa- 
sionally the hypotensive effect may produce a 
shock-like condition. In the event a vasoconstrictor 
is required, levarterenol and phenylephrine are the 
most suitable. Other pressor agents, including epi- 
nephrine, should not be used because a paradoxical 
further lowering of the blood pressure may ensue. 
EKG changes. nonspecific, usually reversible, have 
been observed in some patients receiving pheno- 
thiazine tranquilizers. Their relationship to myocardial 
damage has not been confirmed. 


CNS Effects: Neuromuscular (extrapyramidal) 
Reactions: These are usually dose related and take 
three forms: (1) pseudoparkinsonism: (2) akathisia: 
and (3) dystonias (Dystonias include spasms of the 
neck muscles, extensor rigidity of back muscles, 
carpopedal spasm. eyes rolled back, convulsions. 
trismus and swallowing difficulties). These resemble 
serious neurological disorders but usually subside 
within 48 hours. Management of the extrapyramidal 
symptoms, depending upon the type and severity, 
includes sedation, injectable diphenhydramine, and 
the use of antiparkinsonism agents. In rare instances, 
persistent dyskinesias, usually involving the face, 
tongue and jaw, have been reported to last months. 
even years, particularly in elderly patients with 
previous brain damage. 

Hyperreflexia has been reported in the newborn when 
a phenothiazine was used during pregnancy. 


Other CNS Effects: Cerebral edema. Abnormality of 
cerebral spinal fluid proteins. Convulsive seizures. 
particularly in patients with EEG abnormalities or a 
history of such disorders. Hyperpyrexia. 


Adverse Behavioral Effects: Paradoxical exacerbation 
of psychotic symptoms. 


The Dow Chemical Company 


Allergic Reactions: Urticaria, itching, erythema, photo 
sensitivity (avoid undue exposure to the sun), eczema 
Severe reactions include: exfoliative dermatitis (rare): 
contact dermatitis in nursing personnel administering 
the drug: asthma; laryngeal edema; angioneurotic 
edema; and anaphylactoid reactions. 


Endocrine Disorders: Lactation and moderate breast 
engorgement in females and gynecomastia in 

males on large doses; changes in libido; false- 
positive pregnancy tests; amenorrhea: hyperglycemia. 
hypoglycemia, glycosuria. 


Autonomic Reactions: Dry mouth, nasal congestion. 
constipation, adynamic ileus. myosis, mydriasis, 
urinary retention. 


Special Considerations in Long-term Therapy: After 
prolonged administration of phenothiazines. pigmen- 
tation of the skin has occured chiefly in the exposed 
areas. especially in females on large doses. Ocular 
changes consisting of deposition of fine particulate 
matter in the cornea and lens. progressing in more 
severe Cases to star-shaped lenticular opacities; epi- 
the al keratopathies; pigmentary retinopathy. 


Other Adverse Reactions: Increases in appetite and 
weight: peripheral edema. 


DOSAGE AND ADMINISTRATION: Dosage should 
be individualized. not only initially but during the 
course of therapy. and the minimal effective dose 
should always be employed. A starting dosage of 10 
mg two to four times daily is recommended for adults. 
The dose may be increased up to 160 mg daily within 
a three to five day period. Should side effects occur, 
dosage should be reduced or discontinued as indicated. 
For maintenance therapy. up to 160 mg daily in divided 
doses may be given. 


OVERDOSAGE WITH PHENOTHIAZINES: 

Manifestations: One of three clinical pictures may 

be seen. 

1. Extreme somnolence: patient can usually be roused 
with prodding, but if permitted will fall asleep. 
General condition is usually Satisfactory. The skin, 
though pale. is warm and dry. Slight blood pressure. 
respiratory and pulse changes may occur but are 
not problems. 

2. Mild to moderate drop in blood pressure (patient 
may be conscious or unconscious). Skin is markedly 
gray but warm and dry. Nail beds are pink. Resp- 
ration is slow and regular. Pulse is strong but rate 
slightly increased. 

3. Severe hypotension, possibly accompanied by 
weakness. cyanosis, perspiration, rapid, thready 
pulse and respiratory depression. 


Treatment: Is essentially symptomatic and supportive. 
Early gastric lavage and intestinal purges may help. 
Centrally acting emetics may not help because of the 
possible antiemetic effect of QUIDE (piperacetazine). 
Give hot tea or coffee. Severe hypotension usually 
responds to measures described under hypotensive 
effects (see ADVERSE REACTIONS: Cardiovascular). 
Additional measures include pressure bandages to 
lower limbs, oxygen and L.V. fluids. 

Avoid stimulants that may cause convulsions (e.g. 
Picrotoxin and pentylenetetrazol). 

Limited experience with dialysis indicates that it is not 
helpful. 


CAUTION: Federal law prohibits dispensing without 
prescription. 


HOW SUPPLIED: 
QUIDE (piperacetazine) Tablets—10mg. (orange) — 
bottles of 100 (NDC 183-52-2). 


QUIDE (piperacetazine) Tablets—10 mg. (orange) — 
bottles of 1000 (NDC 183-52-4). 


QUIDE (piperacetazine) Tablets—25 mg. (yellow) — 
bottles of 100 (NDC 183-53-2). 


QUIDE (piperacetazine) Tablets—25 mg. (yellow) — 
bottles of 1000 (NDC 183-53-4), 


Note: Dispense only in light-resistant containers; the 
Coatings on these tablets contain light-sensitive colors. 


Indianapolis, Indiana 
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SCHIZOPHRENIA: A Psychopharmacological 
Approach by Thomas A. Ban, McGill Univ., 
Montreal, Quebec, Canada. '72, 144 pp., 26 ik, 
16 tables, $12.75 


PROGRESS IN DRUG ABUSE: Proceedings of 
the Third Annual Western Institute of Drug 
Problems Summer School edited by Paul H. 
Blachly, Univ. of Oregon Medical School, Port- 
land. (20 Contributors) '72, 336 pp., 7 il., 29 
tables, $15.50 


PRESCRIPTIONS FOR CHILDREN WITH 
LEARNING AND ADJUSTMENT PROB- 
LEMS by Ralph F. Blanco, Temple Univ., 
Philadelphia. '72, 320 pp., $9.25 


ALCOHOLISM AND DRIVING by Carl J. 
Bridge, Keene Clinic, New Hampshire. ‘72, 96 
pp., 2 il., 2 tables, $7.00 


SURVIVORS OF SUICIDE edited by Albert C. 
Cain, Univ. of Michigan, Ann Arbor. Foreword 
by Edwin S. Shneidman. (16 Contributors) '72, 
324 pp., 3 il., $14.75 


DEPRESSIVE ILLNESS: Some Research Studies 
edited by Brian M. Davies, Bernard J. Carroll 
and Robert M. Mowbray, all of Royal Mel- 
bourne Hospital, Victoria. (6 Contributors) ’72, 
368 pp., 17 il., 88 tables, $19.50 


CRISIS CENTER/HOTLINE: A Guidebook to 
Beginning and Operating edited by Ursula Del- 
worth, Edward H. Rudow and Janet Taub, all 
of Colorado State Univ., Fort Collins. Foreword 
by Weston Morrill. (72 Contributors) '72, about 
122 pp., 10 tables 


LEARNING DISABILITIES: A Book of Read- 
ings compiled and edited by Larry A. Faas, 
Arizona State Univ., Tempe. (25 Contributors) 
72, 272 pp., 15 il., 6 tables, $10.75 


POLICE JUVENILE ENFORCEMENT by C. J. 
Flammang, Univ. of Illinois. Foreword by The 
Honorable William Sylvester White. '72, 284 
pp.. $12.95 


O THE FRONTAL LOBES AND HUMAN BE- 


HAVIOR (2nd Ptg.) by John F. Fulten, Late 
Sterling Professor of the History of Medicine, 
Yale Univ. '72, 32 pp., 4 il., $4.50 


PETS AND HUMAN DEVELOPMENT by 
Boris M. Levinson, Yeshiva Univ., New York 
City. ‘72, 256 pp., 13 tables, $10.50 


EVALUATION AND MANAGEMENT OF 
THE VIOLENT PATIENT: Guidelines in the 
Hospital and Institution by John R. Lion, Uni- 
versity of Maryland School of Medicine, Balti- 
more. ‘72, 88 pp., $6.00 


A MILIEU THERAPY PROGRAM FOR BE- 
HAVIORALLY DISTURBED CHILDREN by 
Marjorie McQueen Monkman, Univ. of Illinois, 
Urbana. ‘72, 312 pp., 21 il., 3 tables, $14.50 


COUNSELING PARENTS OF THE EMO- 
TIONALLY DISTURBED CHILD compiled 
and edited by Robert L. Noland, Univ. of Day- 
ton, Ohio. (45 Contributors) '72, 452 pp., 7 il, 
$11.50 


THE ADOLESCENT GAP: Research Findings 
on Drug Using and Non-Drug Using Teens by 
Edward M. Scott, Univ. of Oregon Medical 
School, Portland. Foreword by Rev. Theodore 
M. Hesburgh. Chapter by Chuck Paulus. ‘72, 
160 pp., 1 il., $6.95 


CHEMICAL GLIMPSES OF PARADISE by 
Philip B. Smith, Michigan Department of Men- 
tal Health, Lansing. 72, 104 pp., 2 il., $6.75 
cloth; $2.95 paper 


LAUGHING: Physiology, Pathophysiology, Psy- 
chology, Pathopsychology and Development by 
Frederic R. Stearns. '72, 84 pp., $6.50 


PRACTICAL ASPECTS OF MENTAL 
HEALTH CONSULTATION edited by Jack 
Zusman and David L. Davidson, boih of State 
Univ. of New York at Buffalo. Introduction by 
Peter F. Regan. (713 Contributors) '72, 176 pp. 
1 il, 4 tables, $6.75 
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mean 2500 acres of program space 
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happy tomorrows. 


THE DEVEREUX FOUNDATION 
DEVON, PA. 
Sixty years of service to exceptional children 


have reassured us that the latest educational tool 
is second to the value of the human resource. 
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Dallas '72 is: SK&F 
e Witchcraft and psychiatry working PRESENTS e Latest information on possible causes 


side by side and treatment of schizophrenia 
e New legal developments with implications DALLAS 
for psychiatrists and their patients 


eAND...religion in psychiatry, “crocks;' 
pharmacotherapy for hyperkinesis, 
e Observing family similarities (behavioral) a resentment and suspicion and the 
in our closest living relative... question of who should prescribe drugs 
the chimpanzee ae 
e A challenge for humane and positive taped highlights Ask your SK&F Representative for 


involvement with prisoners of the 125th APA your cassette. Ask him for information 
and the prison system convention on our products, too. 
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INNOVATIONS IN HELPING 
CHRONIC PATIENTS 


College Students in a Mental Institution 

by JULIAN RAPPAPORT, Department of Psychol- 
ogy, Univ. of Illinois, Urban-Champaign, Ill., 
JACK M. CHINSKY, Department of Psychology, 
Univ. of Connecticut, Storrs, and EMORY L. 
COWEN, Department of Psychology, Univ. of 
Rochester, N.Y. 


This book describes an experimental program 
based on the fundamental principle of the com- 
munity mental health movement—‘‘the helper- 
therapy principle.” The program used college 
students as group leaders to help in the treat- 
ment of chronic hospitalized patients. In a re- 
search perspective, the book deals with three 
focal issues. First is the general problem of 
institutional innovation—the attempt to mobilize 
an entrenched custodially oriented institution 
toward viable new programs. Second is the 
specific problem of finding effective techniques 
for treating chronic mental patients. Finally, there 
is the question of involving college students in 
meaningful, “real-world” roles. The book opens 
with a brief review of both traditional care for 
chronic mental patients and of other projects 
using nonprofessionals, followed by an analysis 
of the problems of large mental hospitals. It then 
describes the design, methodology, and outcome 
of the student program, and closes with a de- 
tailed description of the clinical, experimental, 
and human aspects of the program as seen 
through the eyes of the students, the patients, 
and the authors. 1971, 204 pp., $8.00 


THE NEW HOSPITAL 
PSYCHIATRY 


Proceedings of an Interdisciplinary Conference 
Sponsored by The University of Wisconsin 
Psychiatric Institute, June 5-7, 1969 


edited by GENE M. ABROMS, Associate Profes- 
sor of Psychiatry, Univ. of Wisconsin Medical 
School, Madison, and NORMAN S. GREENFIELD, 
Professor of Psychiatry, Associate Director, 
Wisconsin Psychiatric Inst., Univ. of Wisconsin 
Medical Center, Madison 


Psychiatric hospitals have been criticized in re- 
cent years on a number of counts: administrative 
rigidity and formalism, poor staff training, im- 
posing passivity (and even deviancy) on their 
patients, and especially treating patients outside 
of the context of their lives in society. This book 
is partly the result of these criticisms and partly 
the answer to them. It presents new therapeutic 
techniques that embrace individual and group 
therapy, psychoactive drugs, behavioral learning 
approaches, intensive couple and family therapy, 
psychodrama, and role playing. 
These techniques approach men- 
tal disturbances not only as bio- 
logical-medical problems to be 
treated as diseases, but also as 
sociological-behavioral difficul- 
ties to be attacked by teaching 
the patient to improve his psy- 
chosocial and behavioral skills. 
In addition to new forms of train- 
ing within the hospital, the book 
recommends a new social role 
for the hospital itself, a role which 
takes the hospital staff into the 
community—to the addicts, the 
ghetto, and the suburbs— 
wherever home and community 
neighborhood therapy can be 
instituted. 1971, 308 pp., $10.00 
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ANXIETY 


Current Trends in Theory and Research 


edited by CHARLES D. SPIELBERGER. Depart- 
ment of Psychology, Florida State Univ., Talla- 
hassee 


VOLUME 1/Contents: PART |: INTRODUCTION. 
Charles D. Spielberger, Current Trends in Theory 
and Research on Anxiety. PART Il: THE NATURE 
AND MEASUREMENT OF ANXIETY. Charles D. 
Spielberger, Anxiety as an Emotional State. 
Carroll E. Izard, Anxiety: A Variable Combination 
of Interacting Fundamental Emotions. Raymond 
B. Cattell, The Nature and Genesis of Mood 
States: A Theoretical Model with Experimental 
Measurements Concerning Anxiety, Depression, 
Arousal, and Other Mood States. PART Ill: 
NEUROPHYSIOLOGICAL AND BIOCHEMICAL 
ASPECTS OF ANXIETY. Ernest S. Barratt, Anxiety 
and Impulsiveness: Toward a Neuropsychological 
Model. Eugene E. Levitt, A Brief Commentary 
on the ‘‘Psychiatric Breakthrough” with Empha- 
sis on the Hematology of Anxiety. 

1972, 260 pp., $17.95 


VOLUME 2/Contents: PART IV: STRESS, COG- 
NITION, AND ANXIETY. Richard S. Lazarus and 
James R. Averill, Emotion and Cognition with 
Special Reference to Anxiety. Seymour Epstein, 
The Nature of Anxiety with Emphasis upon Its 
Relationship to Expectancy. Aaron T. Beck, Cog- 
nition, Anxiety, and Psychophysiolcgical Dis- 
orders. George Mandler, Helplessness: Theory 
and Research in Anxiety. PART V: TEST ANX- 
IETY AND ANXIOUS SCHOOL CHILDREN. Irwin 
G. Sarason, Experimental Approaches to Test 
Anxiety: Attention and the Uses of Information. 
B. N. Phillps, R. P. Martin, and J. Meyers, School- 
Related Interventions with Anxious Children. 
Seymour B. Sarason, Anxiety, Intervention, and 
the Culture of the School. PART VI: SUMMARY. 
Charles D. Spielberger, Conceptual and Meth- 
odological Issues in Research on Anxiety. 
December 1972, 288 pp., $12.50 


SCHIZOPHRENIA 
AND GENETICS: 


A TWIN STUDY VANTAGE POINT 


by I. |. GOTTESMAN, Departments of Psychology, 
Psychiatry and Genetics, Univ. of Minnesota, 
Minneapolis, and JAMES SHIELDS, Senior Lec- 
turer, Inst. of Psychiatry, Maudsley Hospita, 
London, England 


A Volume in the PERSONALITY 
AND PSYCHOPATHOLOGY 
Series 


Contents: Prologue. Evidence 
Relevant to a Genetic Etiology 
for Schizophrenia: An Overview. 
The Maudsley Schizophrenic 
Twin Series. Case Histories. Mul- 
tiple Blind Diagnosis of the Twins 
and Consensus Concordances. 
Clinical Genetic Analysis. Psy- 
chometric Contributions to Gene- 
tic Analysis. Environmental Fac- 
tors. Comparative Evaluation of 
Twin Studies in Schizophren a. 
Genetic Theorizing and Schizo- 
phrenia. 

1972, about 449 pp., 

in preparation 
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Antilirium (Physostigmine Salicylate) 
stops delirium caused 
by atropine or scopolamine 


In a study by Dr. Roger C. Duvoisin and Dr. Ronald Katz, reported in 
JAMA Vol 206, #9, November 25, 1968, physostigmine salicylate was 
found to be an effective antidote to intoxication caused by centrally 
active anticholinergic agents. 


Dr. Duvoisin and Dr. Katz summarized their study as follows: “Physostig- 
mine salicylate in doses of 1 to 2 mg. administered parenterally was 
found to be an effective antidote to intoxication with centrally active 
anticholinergic agents. Confusion, agitation, hallucinations, stupor, 
ataxia, dysarthria, and other symptoms were promptly reversed in 26 
consecutive patients in whom toxic reactions developed after receiving 
scopolamine, atropine, or drugs for Parkinson's disease. Physostigmine 
deserves a place in therapeutics as an antidote to anticholinergic intoxi- 
cations.” 


A study conducted by Dr. L. T. Greene of the Department of Anesthesio- 
logy, College of Physicians and Surgeons, Columbia University and the 
Columbia-Presbyterian Medical Center, New York, New York, entitled 
“Physostigmine Treatment of Anticholinergic Drug Depression in Post- 
operative Patients” appears on page 222 of the March-April 1971 edition 
of “Anesthesia & Analgesia”. 


Dr. Greene describes the results of physostigmine salicylate regarding one 
of the patients in the study as follows: “The patient had been hallucinating 
vividly for several hours before receiving physostigmine salicylate intra- 
muscularly; she became rational within one-half hour of the injection” 


INDICATIONS: As an antidote for delirium and other toxic effects of the belladonna alkaloids 
and as a stimulant to peristalsis in postoperative intestinal atony. 


CONTRAINDICATIONS: Physostigmine salicylate injections should not be used in the presence 
of asthma, gangrene, diabetes, cardiovascular disease, mechanical obstruction of the intestines 
or urogenital tract or any vagotonic state, and in patients receiving choline esters or depolarizing 
neuromuscular blocking agents (decamethonium, succinylcholine). 


WARNING: If excessive sweating, nausea, or vomiting occur, reduce dosage. 


PRECAUTIONS: Because of the possibility of hypersensitivity in an occasional patient, atropine 
sulfate injection should always be at hand since it is an antagonist and antidote for physostigmine. 


ADMINISTRATION AND DOSAGE: The usual adult dose of ANTILIRIUM (physostigm ne 
salicylate) is 0.5 to 2.0 mg. subcutaneously or intramuscularly. To reverse the anticholinergic 
effects of atropine sulfate injections or scopolamine hydrobromide injections given as pre- 
anesthetic medications, the usual dose of ANTILIRIUM is twice that of the anticholinergic drug 
administered by injection. Overdosage of ANTILIRIUM can cause a cholinergic crisis. 


HOW SUPPLIED: 2 ml. ampules, packed 12 ampules per box. 


OJJ 
JF 






O'NEAL, JONES & FELDMAN, INC. 


1304 ASHBY ROAD e ST. LOUIS, MISSOURI 63132 ° (314) 997-6650 
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APPOINTMENT BOOK 


and the 


NEW POCKET-SIZED VERSION 
ARE AVAILABLE 


The ‘“week-at-a-glance’ Desk Appoint 
ment Book, published by the Americar 
Psychiatric Association, has been devel 
oped over several years to satisfy the 
needs of as many members as possible. | 
contains a comprehensive list of ad 
dresses and annual meeting dates of al 
major organizations and agencies of in 
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have not tried this book in the past are 
urged to do so. It is returnable within 3( 
days for a full refund if not acceptable 
Order promptly to be sure of your copy 


DESK: $5.00 each 

POCKET: $3.00 each 

BOTH: $7.00 

10% Discount for 10-99 copies 

15% Discount for 100 copies or more 


Enclosed is $s for _ ~———s copies’ 


of 


Name: 
Address: __ 
City 


State res | 





Send order form to: 


Publications Services Division 
American Psychiatric Association 
1700 18th Street N.W. 
Washington, D. C. 20009 
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Average scores of 17 patients—out of initial group of 
21 patients—in study for 26 or more days** 
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In the course of a four-week trial,** the investi- 
gator studied the effects of Valium (diazepam) in 21 
psychoneurotic patients, all with marked anxiety and 
tension and most with associated depressive symptoms. 
The Valium daily dosage was 15 mg in divided doses, 
throughout, except for two patients who required 
a doubling of daily dosage (30 mg). The medication 
supplemented psychotherapy. 

The clinician rated patients’ behavior on a modi- 
fied Brief Psychiatric Rating Scale* before, during, and 
at the end of treatment. From the individual symptom 
ratings and the physician’s global assessment, it 
appeared that the concomitant use of Valium and 
psychotherapy effectively reduced the severity of the 
anxiety and tension in most patients. 

The BPRS itself, it should be observed, was 
employed as a measure of response to therapy. It is not 
intended to, nor can it, suggest indications for specific 
medication. 

Of the 21 patients in the group at the outset, four 
discontinued treatment some time after the second 
week because of side effects. Eight patients, including 
the four who stopped medication, reported one or more 
side effects: 1 constipation; 7 drowsiness/sleepiness; 1 
dry mouth; 3 fatigue/exhaustion; 1 gastrointestinal dis- 
turbance; 1 insomnia; 2 nervousness/jitteriness/restless- 
ness; 1 nightmares; 1 unpleasant dreams; 1 vertigo. 

The patients studied are probably fairly typical of 
many of your outpatients with marked psychoneuroses. 
And from the clinical evidence reported over the past 
nine years, the response to the concomitant use of 
Valium and psychotherapy seen in this study would 
also appear to be typical. Valium’s beneficial effects can 
be prompt and pronounced. In recommended dosage, 
it seldom dulls the senses or interferes with regular 
activities, although you should caution patients against 
driving or operating dangerous machinery during 
therapy. Valium is generally well tolerated: the most 
common side effects have been drowsiness, ataxia and 
fatigue. 

For individualized treatment, three convenient 
tablet strengths are available: 2 mg, 5 mg and 10 mg. 

*Adapted from the Brief Psychiatric Rating Scale by Overall and 
Gorham. Nine symptoms deemed inappropriate to this study of 


anxious psychoneurotic patients were omitted from the original scale. 
**Data on file, Medical Department, Hoffmann-La Roche Inc. 


Valiuni diazepam) 
2-mg, 5-mg and lO-mg tablets 


for relief of undue anxiety/tension 
in psychoneurotic patients with or without 


associated depressive symptoms 


Please see the following page for Complete 


Prescribing Information. 


tere’s what a 
group of anxious 
asychoneurotics 


most with associated depressive symptoms) 


looked like after Valium (diazepam) 
and psychotherapy 


Pretreatment evaluations were compared with those 
of the second and fourth week of treatment, yielding 
a cumulative “improvement” score for each patient, 
symptom and observation interval.{ A global assess- 
ment of the patient’s emotional status was also made 
at each rating period. 


Psychiatric Evaluation Average scores of 17 patients—out of initial group of 
on a Modified BPRS* 21 patients—in study for 26 or more days** 


Moder- 
ately 
severe/ Extremely 
present severe severe 


. Somatic concern 


. Motor retardation 


9. Blunted affect 


TWith the exception of excessive anxiety and undue tension, the 
signs and symptoms shown in the Modified BPRS are not in 
themselves indications for Valium. 





Valium®(diazepam) Tablets 
Complete Prescribing Information: 


Description: Val um (diazepam) is a benzodiazepine deriva- 
tive developed tnrough original Roche research. Chemically, 
diazepam is 7-chloro-1,3-dihydro-1-methyl-5-phenyl-2H-1,4- 
benzodiazepin-2-one. It is a colorless, crystalline com- 
poyma; insoluble in water and has a molecular weight of 


Pharmacology: In animals Valium (diazepam) appears to 
act on parts of the limbic system, the thalamus and hypo- 
thalamus, and induces calming effects. Valium (diazepam), 
unlike chlorpromazine and reserpine, has no demonstrable 
peripheral autonomic blocking action, nor does it produce 
extrapyramidal side effects; however, animals treated with 
Valium (diazepam) do have a transient ataxia at higher 
doses. Valium (diazepam) was found to have transient 
Cardiovascular depressor effects in dogs. Long-term ex- 
ela pada in rats revealed no disturbances of endocrine 
unction. 


Oral LDso of ciezepam is 720 mg/kg in mice and 1240 
mg/kg in rats. Intraperitoneal administration of 400 mg/ 
kg to a monkey resulted in death on the sixth day. 


Reproduction Studies: A series of rat reproduction studies 
was performed with diazepam in oral doses of 1, 10, 80 and 
100 mg/kg. At 100 mg/kg there was a decrease in the 
number of pregnancies and surviving offspring in these 
rats. Neonatal survival of rats at doses lower than 100 mg/ 
kg was within normal limits. Several neonates in these rat- 
reproduction studies showed skeletal or other defects. Fur- 
ther studies in rats at doses up to and including 80 mg/kg/ 
day did not reveal teratological effects on the offspring. 


In humans, measurable blood levels of Valium (diazepam) 
were obtained in maternal and cord blood, indicating pla- 
cental transfer of the drug. 


Indications: Valium (diazepam) is useful in the sympto- 
matic relief of tension and anxiety states resulting from 
stressful circumstances or whenever somatic complaints 
are concomitants of emotional factors. It is useful in psy- 
choneurotic states manifested by tension, anxiety, appre- 
hension, fatigue, depressive symptoms or agitation. 


In acute alcoho! withdrawal, Valium (diazepam) may be 
useful in the symptomatic relief of acute agitation, tremor, 
impending or acute delirium tremens and hallucinosis. 


Valium (diazepam) is a useful adjunct for the relief of 
skeletal muscle spasm due to reflex spasm to local pa- 
thology (such as inflammation of the muscles or joints, or 
secondary to trauma); spasticity caused by upper motor 
neuron disorders (such as cerebral palsy and paraplegia); 
athetosis; and stiff-man syndrome. 


Oral Valium (diazepam) may be used adjunctively in con- 
vulsive disorders, although it has not proved useful as the 
sole therapy. 


Contraindications: Valium (diazepam) is contraindicated in 
patients with a known hypersensitivity to this drug and, 
because of lack of sufficient clinical experience, in children 
under 6 months of age. It may be used in patients with 
open angle glaucoma who are receiving appropriate ther- 
apy, but it is contraindicated in acute narrow angle glau- 
coma. 


Warnings: Valium (diazepam) is not of value in the treat- 
ment of psychotic patients and should not be employed in 
lieu of appropriate treatment. As is true of most prepa- 
rations containing CNS-acting drugs, patients receiving 
Valium (diazepam) should be cautioned against engaging 
in hazardous occupations requiring complete mental alert- 
ness such as operating machinery or driving a motor ve- 
hicle. 


As with other agents which have anticonvulsant activity, 
when Valium (diazepam) is used as an adjunct in treating 
convulsive disorders, the possibility of an increase in the 
frequency and/or severity of grand mal seizures may re- 
quire an increase in the dosage of standard anticonvulsant 
medication. Abrupt withdrawal of Valium (diazepam) in 
such cases may also be associated with a temporary in- 
crease in the frequency and/or severity of seizures. 


Since Valium (diazepam) has a central nervous system de- 
pressant effect, patients should be advised against the si- 
multaneous ingestion of alcohol and other CNS-depressant 
drugs during Valium (diazepam) therapy. 


Physical and Psychological Dependence: Withdrawal symp- 
toms (similar in character to those noted with barbiturates 
and alcohol) have occurred following abrupt discontinu- 
ance of diazepam (convulsions, tremor, abdominal and 
muscle cramps, vom ting and sweating). These were usu- 
ally limited to those patients who had received excessive 
doses over an extended period of time. Particularly addic- 
tion-prone individuals (such as drug addicts or alcoholics) 
should be under careful surveillance when receiving diaz- 
epam or other psychotropic agents because of the predis- 
position of such patients to habituation and dependence. 


Use in Pregnancy: Use of any drug in pregnancy, lactatic 
or in women of childbearing age requires that the potenti. 
benefit of the drug be weighed against its possible hazar 
to mother and child. (See Reproduction Studies.) 


Management of Overdosage: Manifestations of Valium (d 
azepam) overdosage include somnolence, confusion, come 
and diminished reflexes. Respiration, pulse and blood pres 
sure should be monitored, as in all cases of drug overdo: 
age, although, in general, these effects have been minimz 
following overdosage. General supportive measures shoule 
be employed,along with immediate gastric lavage. Intrz 
venous fluids should be administered and an adequate aiw | 
way maintained. Hypotension may be combated by the us: 
of Levophed® (levarterenol) or Aramine (metaraminol 
Ritalin (methylphenidate) or caffeine and sodium benzoat 
may be given to combat CNS-depressive effects. Dialysis i 
of limited value. As with the management of intentionaws 
overdosage with any drug, it should be borne in mind thas 
multiple agents may have been ingested. 


Precautions: If Valium (diazepam) is to be combined witt 
other psychotropic agents or anticonvulsant drugs, carefu 
consideration should be given to the pharmacology of the 
agents to be employed—particularly with known com 
pounds which may potentiate the action of Valium (diaz 
epam), such as phenothiazines, narcotics, barbiturates 
MAO inhibitors and other antidepressants. The usual pre 
cautions are indicated for severely depressed patients or 
those in whom there is any evidence of latent depression 
particularly the recognition that suicidal tendencies mays 
be present and protective measures may be necessary. The 
usual precautions in treating patients with impaired rena 
or hepatic function should be observed. 


In elderly and debilitated patients, it is recommended that 
the dosage be limited to the smallest effective amount to 
preclude the development of ataxia or oversedation (2 mg 
to 2⁄2 mg once or twice daily, initially, to be increased 
gradually as needed and tolerated). 


Adverse Reactions: Side effects most commonly reported 
were drowsiness, fatigue and ataxia. Infrequently encoun- 
tered were confusion, constipation, depression, diplopia, 
dysarthria, headache, hypotension, incontinence, jaundice, 
changes in libido, nausea, changes in salivation, skin rash, 
slurred speech, tremor, urinary retention, vertigo and 
blurred vision. Paradoxical reactions such as acute hyper- 
excited states, anxiety, hallucinations, increased muscle 
spasticity, insomnia, rage, sleep disturbances and stimula- 
tion have been reported; should these occur, use of the 
drug should be discontinued. 


Because of isolated reports of neutropenia and jaundice, 
periodic blood counts and liver function tests are advisable 
during long-term therapy. Minor changes in EEG patterns, 
usually low-voltage fast activity, have been observed in pa- 
tients during and after Valium (diazepam) therapy and are 
of no known significance. 


Dosage and Administration: Dosage should be individualized 
for maximum beneficial effect. While the usual daily dos- 
ages given below will meet the needs of most patients, 
there will be some who may require higher doses. In such 
cases dosage should be increased cautiously to avoid ad- 
verse effects. 


Adults: 


Symptomatic Relief of Tension 
and Anxiety States and Psy- 
choneurotic States. 


Symptomatic Relief in Acute 
Alcohol Withdrawal. 


USUAL DAILY DOSE 
Depending upon severity 
of symptoms—2 mg to 

10 mg, 2 to 4 times daily 
10 mg, 3 or 4 times during 
the first 24 hours, reducing 
to 5 mg, 3 or 4 times daily 


as needed 
Adjunctively for Relief of 2 mg to 10mg, 3or4 
Skeletal Muscle Spasm. times daily 
Adjunctively in Convulsive 2 mg to 10 mg, 2 to 4 
Disorders. times daily 


Geriatric Patients, or in the 
presence of debilitating 
disease. 


Children: 


Because of varied responses 
to CNS-acting drugs, initiate 
therapy with lowest dose and 
increase as required. Not for 
use in children under 6 
months. 


2 mg to 2⁄2 mg, lor 2 
times daily initially; 
increase gradually as 
needed and tolerated 


1 mg to 2⁄2 mg, 3or 4 
times daily initially; in- 
crease gradually as needed 
and tolerated 


How Supplied: For oral administration: Valium (diazepam) 
scored tablets — 2 mg, white; 5 mg, yellow; and 10 mg, blue 
—bottles of 100 and 500. All strengths also available in- 
Tel-E-Dose® packages of 1000. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc 
Nutley, N.J. 07110 
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No two depressed 
patients are exactly alike... 
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.. Out for many patients with 
clinically significant depression 
youll find a useful dosage form of 


INJECTION 


TABLETS 





ee 


ELAVIL 


mee (AMITRIPTYLINE HC! MSD) 








NOTE: Not recommended during the acute recovery phase 
following myocardial infarction. Patients with cardiovascular 
disorders should be watched closely; arrhythmias, sinus 
tachycardia, and prolongation of the conduction time have 
been reported, particularly with high doses; myocardial 
infarction and stroke have been reported with drugs of this 
class. Close supervision is required for hyperthyroid patients 
or those receiving thyroid medication. Concurrent electro- 
shock therapy may increase the hazards of therapy; such 
treatment should be limited to patients for whom it is 
essential. Discontinue the drug several days before elective 
surgery if possible. Should not be given to patients who have 
received an MAOI within two weeks. 





Contraindications: Known hypersensitivity. Should not be given 
concomitantly with or within at least 14 days following the 
discontinuance of a monoamine oxidase inhibitor since hyperpyretic 
crises and deaths have occurred. Then initiate dosage of 
amitriptyline HCI cautiously with gradual increase in dosage until 
optimum response is achieved. Not recommended during the acute 
recovery phase following myocardial infarction or for patients under 
12 years of age. 

Warnings: May block the antihypertensive action of guanethidine or 
similarly acting compounds. Should be used with caution in patients 
with a history of seizures or urinary retention, or with narrow-angle 
glaucoma or increased intraocular pressure. Patients with cardio- 
vascular disorders should be watched closely; arrhythmias, sinus 
tachycardia, and prolongation of the conduction time have been 
reported, particularly with high doses; myocardial infarction and 
stroke have been reported with drugs of this class. Close supervision 
is required for hyperthyroid patients or those receiving thyroid 
medication. May impair mental and/or physical abilities required for 
performance of hazardous tasks, such as operating machinery or 
driving a motor vehicle. Safe use during pregnancy and lactation has 
not been established, in pregnant patients, nursing mothers, or women 
who may become pregnant, weigh possible benefits against possible 
hazards to mother and child. 

Precautions: Schizophrenic patients may develop increased 
symptoms of psychosis; patients with paranoid symptomatology may 
have an exaggeration of such symptoms; manic depressive patients 
may experience a shift to the manic phase. In these circumstances, the 
dose of amitriptyline HCI may be reduced or a major tranquilizer, such 
as perphenazine, may be administered concurrently. 


When given with anticholinergic agents or sympathomimetic drugs, 


K 


close supervision and careful adjustment of dosages are required. 
May enhance the response to alcohol and the effects of barbiturates 
and other CNS depressants. The possibility of suicide in depressed 
patients remains during treatment and until significant remission 
occurs; this type of patient should not have easy access to large 
quantities of the drug. Concurrent electroshock therapy may 
increase the hazards of therapy; such treatment should be limited to 
patients for whom it is essential. Discontinue the drug several days 
before elective surgery if possible. Both elevation and lowering of 
blood sugar levels have been reported. 

Adverse Reactions: Note: Included in this listing are a few adverse 
reactions not reported with this specific drug. However pharmaco- 
logical similarities among the tricyclic artidepressant drugs require 
that each reaction be considered when amitripty ine is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, palpitation, 
myocardial infarction, arrhythmias, heart block, stroke. CVS and 
Neuromuscular: Contusional states; disturbed concentration; 
disorientation; delusions; hallucinations; excitement; anxiety; restless- 
ness; insomnia; nightmares; numbness, tingling, and paresthesias of 
the extremities; peripheral neuropathy; ncoordination; ataxia: tremors: 
seizures; alteration in EEG patterns, extrapyramidal sy nptoms; 
tinnitus. Anticholinergic: Dry mouth, blurred vision, disturbance of 
accommodation, constipation, paralytic ileus, ur nary ratention, 
dilatation of urinary tract. A/ergic: Skin rash, urticaria, photo- 
sensitization, edema of face and tongue. Hematologic: Bone marrow 
depression including agranulocytosis, eosinoph lia, purpura, thrombo- 
cytopenia. Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black 
tongue. Endocrine: Testicular swelling and gynecomastia in the male, 
breast enlargement and galactorrhea in the female, increased or 
decreased libido, elevation and lowering of blood sugar levels. 
Other: Dizziness, weakness, fatigue, headache, weight gain or loss, 
increased perspiration, urinary frequency, mydnasis, drowsiness. 
jaundice, alopecia. Withdrawa/ Symptoms. Abrupt cessation of 
treatment after prolonged administration may produce nausea. 
headache, and malaise; these are not indicative of addiction. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline 
HCI, in single-unit packages of 100 anc bottles of 100, 1000, end 
9000; tablets containing 50 mg amitriptyline HCI, in s ngle-unit 
packages of 100 and bottles of 100 and 1000; for intramuscular use, 
in 10-cc vials containing per cc: 10 mg amitriptyline HCI, 44 mg dex- 


M S D trose, 1.5 mg methylparaben and 0.2 mg prooylpara- 
ben as preservatives, and water for injection g.s. 1 ce. 
E RCK For more detailed information. consalt your MSD 


H ARP: representative or see the Direction Circular. 
Merck Sharp & Dohme, Division of Merck & Eo., 


DOHME inc, West Point, Pa. 19486 
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‘To reduce obstructive anxiety 
during therapy expediting 


ver 


Verbal commu- 
nication may be pre- 
vented or obstructed 
during psycho- 
therapy by a buildup 
of extreme anxiety 
in the psychoneurotic patient as sensitive 
material is probed. In turn, the therapeutic 
impasse can generate further patient 
anxiety and tension. In such cases, the 
reduction of intense anxiety with the help 
of Librium (chlordiazepoxide HCI) 
usually facilitates verbal exchange, thereby 


Before prescribing, please consult complete 
product information, a summary of which follows: 
| Indications: Relief of anxiety and tension 
occurring alone or accompanying various disease 
States. 

Contraindications: Patients with known hyper- 
sensitivity to the drug. 

Warnings: Caution patients about possible com- 
bined effects with alcohol and other CNS depressants. 
As with all CNS-acting drugs, caution patients against 
hazardous occupations requiring complete mental 
alertness (e.g., operating machinery, driving). Though 
physical and psychological dependence have rarely 
been reported on recommended doses, use Caution in 
administering to addiction-prone individuals or those 
who might increase dosage; withdrawal symptoms 
(including convulsions), following discontinuation of 
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| communication 


permitting 
psychotherapy to 
proceed. Librium is 
prescribed by 
psychiatrists as 
adjunctive therapy 
because it has been found to make anxiety- 
blocked patients more amenable to 
psychotherapy. Moreover, for patients 
incapacitated by excessive anxiety, the 
action of Librium (chlordiazepoxide HCI) 
often favors restored performance. 

Many psychiatrists have found that 


the drug and similar to those seen with barbiturates, 
have been reported. Use of any drug in pregnancy, 
lactation, or in women of childbearing age requires 
that its potential benefits be weighed against its possi- 
ble hazards. 

Precautions: In the elderly and debilitated, and ir 
children over six, limit to smallest effective dosage 
(initially 10 mg or less per day) to preclude ataxia or 
oversedation, increasing gradually as needed and 
tolerated. Not recommended in children under six. 
Though generally not recommended, if combination 
therapy with other psychotropics seems indicated, 
carefully consider individual pharmacologic effects, 
particularly in use of potentiating drugs such as MAO 
inhibitors and phenothiazines. Observe usual 
precautions in presence of impaired renal or hepatic 
function. Paradoxical reactions (e.g., excitement, 


Librium Ghlordiazepoxide HCN 
the calming catalyst 


Librium 25 mg, given 
tid or q.i.d., is 
particularly suitable 
for the relief of severe 
anxiety. An additional 
advantage is that, 
after more than 12 years of wide clinical 
use, Librium continues to demonstrate an 
impressive record of safety. In general use, 
the most common side effects reported have 
been drowsiness, ataxia and confusion, 
particularly in the elderly and debilitated. 


Librium® (chlordiazepoxide HCI) 


ST IMEN DRE IETS 





As with all CNS- 
acting agents, patients 
receiving Librium 
should be cautioned 
against hazardous 
occupations requiring 
complete mental alertness, such as operat- 
ing machinery or driving a motor venicle. 
When excessive anxiety has been reduced 
to appropriate levels, Librium therapy 
should be discontinued. 


l for severe anxiety 
Librium 25 mg 
Chlordiazepoxide HCI) 

1 capsule tid./qid. 


stimulation and acute rage) have been reported in psy- 
chiatric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety 
states with evidence of impending depression; suicidal 
tendencies may be present and protective measures 
necessary. Variable effects on blood coagulation have 
been reported very rarely in patients receiving the 
drug and oral anticoagulants; causal relationship has 

¢ not been established clinically. 

Adverse Reactions: Drowsiness, ataxia and con- 
fusion may occur, especially in the elderly and debili- 
tated. These are reversible in most instances by proper 

‘dosage adjustment, but are also occasionally observed 
at the lower dosage ranges. In a few instances syncope 
nas been reported. Also encountered are isolated 

“tances of skin eruptions, edema, minor menstrual 
tularities, nausea and constipation, extrapyramidal 


symptoms, increased and decreased libido—all infre- 
quent and generally controlled with dosage reduction; 
changes in EEG patterns (low-voltage fast activity) may 
appear during and after treatment; blood dyscrasias 
(including agranulocytosis), jaundice and hepatic 
dysfunction have been reported occasionally, making 
periodic blood counts and liver function tests advisable 
during protracted therapy. 

Supplied: Librium® Capsules conzaining 5 mg, 
10 mg or 25 mg chlordiazepoxide HCI. Libritabs® 
Tablets containing 5 mg, 10 mg or 25 mg cnlordiaz- 
epoxide. 


Roche Laboratories 
Division of Hoffmann-La Rocte Inc 
Nutley, N.J. 07110 
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Why Men Seek Psychotherapy: i 
Results of a Survey of College Graduates 


BY GEORGE E. VAILLANT, M.D. 


A questionnaire survey comparing 112 
middle-aged men who had made ten or 
more visits to a psychiatrist with 531 men 
who did not revealed that occupational fail- 
ure, never marrying, and heavy alcohol use 
(all indirect indicators of mental illness) were 
not correlated with seeking psychotherapy. 
However, variables reflecting social supports 
(stable marriage, sports participation, church 
attendance, etc.) and subjective physical 
health status (hospitalization, days of sick 
leave per year, abdominal pain with stress, 
etc.) were strongly associated ‘with whether 
men sought psychotherapy. A replication 


study supported the validity of these findings. 


T HE DECISION to seek psychiatric care is’ 


often independent of the degree of psy- 
chiatric disability. The epidemiological inves- 
tigations of both the Stirling County and the 
Midtown Manhattan studies have demon- 
strated that many of those most in need of 
psychiatric help never seek it, especially if 
they are poor (1, 2). Conversely, a dispropor- 
tionate amount of psychiatric care is appar- 
ently devoted to individuals who are of high 
economic status, have graduate degrees, and 
who reside near large metropolitan cen- 
ters (3). Their psychiatrists perceive members 


Revised version of a paper read at the 124th annual 
meeting of the American Psychiatric Association, Wash- 
ington, D.C., May 3-7, 1971. 

Dr. Vaillant is Associate Professor of Psychiatry, Har- 
vard Medical School; reprint requests should be sent to 
the author at Cambridge Hospital, 1493 Cambridge St., 
Cambridge, Mass. 02139. 

This work was supported by Public Heaith Service Re- 
search Scientist Development Award MH-38798 from 
zhe National Institute of Mental Health and by the Grant 
Foundation, Inc. 
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of this latter group as ill, but their relative de- 
gree of disability goes undetermined: ` 

In order to understand the psychotherapeu- 
tic process, it behooves us to identify the 
kinds of people who seek psychotherapy. This 
can only be done by the use of adequate con- 
trol groups. The present study compares 112 
men who sought psychotherapy with 531 
socioeconomic peers who did not. Since the 
men were between ages 45 and 50, they had 
passed beyond the age of maximum utiliza- 
tion of psychotherapy. Virtually all were eco- 
nomically successful, intellectually saphis- 
ticated college graduates. Although highly se- 
lected and relatively healthy, this group per- 
mits the identification of factors associated 
with psychotherapy that are independent of 


both the magnitude of psychopathology per 
se and of psychological sophistication and fi- 


nancial resources. 
Method 


The source of the information was an anon- 
ymous questionnaire mailed to 895 men on 
the twenty-fifth anniversary of their gradu- 
ation from a private liberal arts college. Such 
anonymous questionnaires have beer. a tradi- 
tional and serious feature of the reunion. The 
instructions for the questionnaire, sponsored | 
by the class officers, began: 


This year the Anonymous Questionnaire will 
also be used to provide a comparison group for the 
“Adult Development Study” in which some or you 
have taken part. ... It represents one of the best 
medically and psychologically studied groups of 
“normals” in the world. For science, then, as well 
as to edify yourself and your classmates, the class 
hopes for a 100 percent return of the Anonymous 
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Questionnaires and that you will answer all of the 
questions. 


The data for all 55 questions were analyzed 
by means of correlation matrices, unsimpli- 
fied contingency tables, multiple regression 
analysis, and orthogonal varimax factor anal- 


ysis.. However, for the current discussion the | 


clearest and briefest method of data presenta- 
tion could be achieved by dichotomizing an- 
swers tọ the multiple-choice questions, 
presenting association in terms of four-cell 
contingency tables, and using the chi-square 
test of significance. 

Among the 55 questions on the multiple- 
choice questionnaire were two of special in- 
terest to the present report: 

I. Have you ever consulted a psychiatrist? 
Never ____, 1-10 visits ———, 10+ visits ——. 
_ 2. When under stress what do you notice 

about your physical reaction? Headache 
, Insomnia ____, Indigestion or abdomi- 











nal pain _.__., Sweating , Frequent 

colds ——, Smoke and drink more ___, 

Inability to concentrate , Other —, 
- Honestly nothing 





Two items evaluating the men’s marriage 
and work status represented composites of 
their answers to several questions. “Very 
stable marriage? meant that the man re- 
ported that he had been married only once, 
that he rated his current marital situation as 
“quite stable,” and that he had stated that di- 
vorce or separation had never been even casu- 
ally considered. “Overall lack of success” 
meant rating one’s career as “not very suc- 
cessful” or “quite unsuccessful” and regard- 
ing onself as “less successful” than one’s fa- 
ther when he was the same age. 


Results 


Seventy-two percent of the 895 question- 
naires were returned; only one questionnaire 
was facetiously answered and grossly invalid. 
On the average, two questions on each ques- 
tionnaire were scored as blanks. While the 
characteristics of the nonrespondents are un- 
certain, prior experience with this population 
suggests that the chief reasons for nonre- 
sponse were lack of feeling for class member- 
ship due to disruption of education by World 
War II. membership in a profession empha- 
sizing the physical sciences, and current do- 
mestic or emotional crises. Thus the sample is 
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WHY MEN SEEK PSYCHOTHERAPY 


probably skewed to exclude a disproportion- 
ate number of the psychiatrically ill and/or 
the least psychologically minded. 

For the purpose of this paper “psychother- 
apy” is arbitrarily defined as a minimum of 
ten visits to a psychiatrist. Thus 17 percent of 
the sample (112 men) obtained psychother- 
apy. Fourteen percent of the men reported 
seeing a psychiatrist one to ten times; 69 per- 
cent had never sought psychiatric consulta- 
tion. The social class of the family of origin 
(defined by private school attendance or by 
Social Register membership) was not corre- 
lated with whether a man sought psychother- 


apy. i 


Emotional impairment did not appear sta- 


tistically significant in differentiating those 
who sought psychotherapy and those who did 
not. Table 1 shows that occupational success 
or enjoyment was not associated with having 
sought psychotherapy; yet the more severe 
forms of mental illness (psychosis, sociop- 
athy, passive-aggressive character, and so 
forth) certainly do affect occupational suc- 
cess, Other signs of mental disability—alco- 
holism (defined as consumption of eight or 
more ounces of alcohol a day), never mar- 
rying, multiple job changes, and falling in the 
bottom fifth of the class in income (less than 
$20,000 a year)—were statistically unasso- 
ciated with psychotherapy. 

Table i also shows that marital dishar- 
mony was strongly associated with the deci- 
sion to seek psychotherapy. Intensive study 
and interview of a subsample from this popu- 
lation confirmed the hypothesis that in this 
population marital disharmony was causally 
related to seeking psychotherapy. 

Within the limitations of the questionnaire, 
inability to concentrate under stress seemed 
the best indirect indicator of psychiatric dis- 
ability. Men who reported an inability to con- 
centrate under stress were three times more 
likely to have sought psychotherapy than 
their classmates and ten times more likely to 
have sought therapy than those who reported 
that stress had no physical effect. But inability 
to concentrate under stress per se was also 
strongly associated with inferior occupational 
history (p<.001). This association helps to 
support the assumption that both anxiety and 
depressive states—characterized by reported 
inability to concentrate—are associated with 


impaired occupational success. It is surprising 


that men who reported ever having made ten 
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TABLE 1 
Association of Emotional IIl Health with Psychotherapy 


PERCENTAGE OF 


PERCENTAGE SEEKING 
PSYCHOTHERAPY {10 OR 


PERCENTAGE UNAB_E 
TO CONCENTRATE 


TOTAL SAMPLE MORE VISITS) WITH STRESS 

ITEM iN = 643) iN = 112) iN = 87) 
Work 

“Extremely satisfying” work _ 55 54 37” 

Annual salary of $40,000 or more 21 18 67 

Overall lack of success 6 7 8 
Marriage 

Very stable marriage 55 29* 43 

Divorced 12 23* 14 

Single 6 7 8 
Emotional well-being 

Psychotherapy (10 or more visits) 17 100 41” 

Daily consumption of eight or more 

ounces of alcoho! 4 5 1 
Frequent use of tranquilizers or sedatives 7 Za" 14”* 
inability to concentrate with stress 14 32* 100 


* Significantly different from the rest of the sample: p < .001. 
** Significantly different from the rest of the sample: p < .03. 


or more visits to a psychiatrist were many 
times more likely to be currently receiving 
psychotropic medications than men who had 
` never seen a psychiatrist. 

Table 2 illustrates that subjective physical 
ill health was strongly associated with psy- 
chotherapy. Men who took virtually no sick 
leave, who described their current health as 
excellent, and who had not been hospitalized 
more than once in the last 25 years were only 
half as likely to have sought psychotherapy as 
their less robust classmates. Increased colds, 
abdominal pain, or indigestion under stress 
(but not headache or increased sweating) were 
also significantly associated with an increased 
likelihood of having obtained psychotherapy. 
Men who reported that stress had no physical 
effect on them were five times less likely to 
seek psychotherapy than their classmates. 
The first six items were strongly inter- 
‘correlated and comprise the factor subse- 
quently referred to as subjective ill health. 

In sum, the findings in table 2 suggest that 


quite independently of the objective signs of ` 
psychological impairment (e.g., failure to 
marry, alcoholism, occupational failure), K is 
awareness of subjective symptoms of physical 
and mental distress (e.g., unhappy marriege, 
insomnia, inability to concentrate) that are 
associated with psychotherapy. In this poau- 
lation the person whose body functioned w-th- 
out recourse to hospitals or sick leave was the 
person who experienced less dysphoria from 
stress and who sought less help from psychia- 
trists. 

Table 3 suggests another group əf items 
that are strongly associated with psycho- 
therapy. If in 1968 a 47-vear-old man an- 
swered “‘yes™ to five of the items labeled so- 
cial supports, he was ten times less likely to 
have sought psychotherapy than if he had an- 
swered “‘yes’’to two or fewer. The label sozial 
supports was chosen because all of the items 
suggest that the respondent finds source: of 
support or satisfaction. within his immed ate 
social environment. All of the items labeled 


TABLE 2 
Association of Physical IIl Health with Psychotherapy 


PERCENTAGE OF 
TOTAL SAMPLE 
ITEM (N= 


Current health not “very good” or “excellent” 
Two or more hospitalizations since college 
Five or more days of sick leave per year 

With stress, more colds 

With stress, stomach pain 

With stress, insomnia 

Stress has no physical effect 


* Significantly different from the rest of the sample; p < .03. 
* * Significantly different from the rest of the sample; p < .001. 
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PSYCHOTHERAPY {10 


PERCENTAGE UNAB -£ 
TO CONCENTRATI 


OR MORE VISITS) WITH STRESS 
643} (N = 112) (N = 87) 
23 27” 29* 
34 43* 38 
7 16** 8 
4 Q* 4 
24 33* ” 26 
25 38** 29 
.16 3** — 
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social supports were strongly associated with 
each other (usually at the p<.001 level). 

At first glance the items seem to reflect 
anti-intellectual, right-wing views. However, 
the items reflecting marriage, church attend- 
ance, and sports participation were not sig- 
nificantly related to reading habits, attitudes 
toward our Viet Nam involvement, or a right- 
wing presidential choice. More significantly, 
all of the items reflecting social supports were 
associated with not seeking psychotherapy. 
But in this population of 47-year-old college 
graduates, the pro-Reagan and the opera-and 
book-eschewing advocates of military escala- 
tion in South Viet Nam sought psychother- 
apy as frequently as their classmates. 

The six individual items describing social 
supports were not statistically associated with 
most of the six items describing subjective il 
health (table 2). But these latter items were 
also all strongly associated with psychother- 
apy and intercorrelated with each other. So- 
cial supports were not associated with social 
class. 

Table 3 shows that there is an increased 
tendency for physicians and men who “with 
stress can’t concentrate” (i.e., those who are 
mentally ill} to obtain psychotherapy. These 
last two variables are not statistically associ- 
ated with social supports; multiple regression 
analysis demonstrated that they played a mi- 
nor role compared to absence of social sup- 
ports and subjective ill health in predicting 
who sought psychotherapy. 

Men whe enjoyed physical well- being but 
who lacked social supports and men who ex- 
perienced subjective ill health but possessed 
several social supports were three times more 
likely to have sought psychotherapy than men 
who enjoyed both physical well-being and sev- 
eral social supports. But a man who experi- 
enced both subjective ill health (two or more 
items from table 2) and had less than four so- 
cial suppor:s was more than six times as 
likely to have sought psychotherapy as his 


more fortunate classmate. _ Sao 
Table 4 further emphasizes that subjective 


ill health and sparse social supports are inde- 
pendent predictors of whether a person will 
seek psychozherapy. Every individual was as- 
signed a scoze from 0 to 12; this score was de- 
rived from the sum of items reflecting social 
supports that were absent and the number of 
items reflecting subjective ill health that were 
present. The figure shows that in extreme 
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TABLE 3 


Association of Social Supports and Other Variables 
with Psychotherapy 


PERCENTAGE SEEKING PSYCHOTHERAPY 


0-10 VISITS 10 OR MORE VISITS 
ITEM (N = 529) (N = 112) 
Social support 
Regular church 
attendance 4} 19* 
Very stable marriage 60 29% 
Frequent participa- 
tion in competitive 
sports 32 17** 
Conservative 
leanings 32 12** 


Wants less govern- 

ment control of 

the individual 76 -56* 
Not overtly pro 

hippies and stu- 

dent activists. 93 80* 

Miscellaneous variables 

Reads 12 or more 

books per year 33 38 
Attends seven or 

more concerts or 

operas per year 12 18 
Wants no reduction 

in Viet Nam involve- 

ment (1967~—1968) 20 16 
Favored Johnson, 

Reagan. or Wallace = 

in 1968 . 5 4 


Physician 11 27* 
With stress, cannot 
concentrate 10 32* 


* Significantly different; p < .001. 
** Significantly different; p < .05. 


cases this information alone was enough to 
predict whether an individual had ever sought 
psychotherapy. None of the 27 men with a 
score of 0 and 70 percent of the 26 men with a 
score of 7 or more had seen a psychiatrist ten 
or more times. 

Since all 12 of the predictive items were 
chosen for analysis ex post facto because of 
their statistical association with psychother- 
apy, demonstration of predictive power re- 
quired confirmation in a fresh sample. For- 
tunately, I was able to test another sample of 
113 socioeconomically similar men, in whom 
all the variables under study (except how they 
felt regarding the role of government in the 
life of the individual) were available (4, 5). 

Table 5 provides the results of using the 
available 11 items to predict whether these 
men had sought psychotherapy in the past 30 
years. The likelihood of their having sought 
psychotherapy increased dramatically with 
the number of predictive items present. Al- 
most everyone who scored seven or more 
items had seen a psychiatrist, almost no one 
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. TABLE 4 
Percentage of Men Seeking Psychotherapy Who Had a Given Number of Predictor Items 
a Te e 


NUMBER OF ITEM SCORE 

PSYCHIATRIC 0 1 2 3 4 5 6 7 8 
VISITS (N = 27} (N = 75) (N = 135) iN = 130) {N = 127} (N = 78} (N = 42) {N = 21) (N = 8) 
None 89 87 84 72 61 53 38 24 20 
One-ten 11 10 9 15 16 21 26 9 — 
Ten or more 0 3 7 13 23 26 36 67 80 


—— NN rr ee 


scoring two or fewer items had ever seen a 
psychiatrist. (Unpublished data showed that 
the sum of these 11 items correlated more 
highly with the subjects’ having sought psy- 
chotherapy than with whether they were diag- 
nosed as psychiatrically ill.) 

Multiple regression analysis confirmed the 
impression that no single item accounted for 
the largest part of the statistical variance in 
predicting use of psychotherapy. Both the 
cluster of items reflecting social supports and 
the cluster reflecting subjective ill health con- 
tributed an equal amount of variance (ten to 
1] percent) in accounting for the number of 
psychiatric visits. 


Discussion 


The results of this study confirm evidence 
well summarized by Kadushin that the rich, 
the educated, and the comparatively healthy 
seek and obtain a disproportionate share of 
psychotherapists’ time (3). There is not ade- 
quate psychiatric manpower to offer the adult 
population of the United States the degree of 
psychiatric care obtained by these relatively 
healthy men. 

The study also suggests a less widely appre- 
ciated fact: The person who visits a psychia- 
trist has much in common with the person who 
often visits his general practitioner or who ts 
referred by the medical specialist to the hospi- 
tal social worker. Such a person experiences 
subjective ill health and tends to lack social 
supports, yet not infrequently he may be free 


of incapacitating emotional illness. This find- 
ing lends support to the principle that those 
who conduct psychotherapy should have med- 
ical training or be under the supervision of a 
physician. Emotional and physical distress 
are inextricably entwined. 

Studies of outpatient psychiatric clinics 
have suggested that the uneducated and lower 
classes somatize or take pills and that the 
educated upper classes seek psychotherapy 
(3,6). But such studies have not used peer 
groups for comparison. In this population 
with a median income of over $25,000 a year 
and in which 70 percent had attended gradu- 
ate school, pill taking was clearly ccrrelated 
with the tendency to seek psychotherapy. 
Men who had ever had psychotherapy cur- 
rently used sleeping pills and tranquil_zers ten 
times more often than did men who had never 
visited a psychiatrist. 

During World War II Star and associ- 
ates developed the Army Neuropsychiatric 
Screening Adjunct (NSA)(7). Its items in- 
cluded queries about fainting spells, frequent 
palpitations, frequent headaches, frequent 
dizziness, cold sweats, sick headaches, physi- 
cal health problems, and insomnia. The NSA 
physical symptom items predicted rejection 
on psychiatric grounds better than did scales 
reflecting personal adjustment, childhood 
neurotic symptoms, or child-parent relation- 
ships. The NSA items were also keavily asso- 
ciated with psychiatric “‘caseness”’ in the Stir- 
ling County and Midtown Manhattan 
studies (1, 2). Crandell and Dohrenwend, 


TABLE 5 


Replication of the Items Predicting Psychotherapy 
on 113 Men Not in Original Sample 


NUMBER OF 2 
PSYCHIATRIC VISITS {N = 30) 
9 99 
One-ten 7 
Ten or more 3 


PERCENTAGE OF ITEMS PRESENT* 


3-4 5-6 7-12 
(N = 43) IN = 29) (N = ~1) 
77 48 9 
11.5 17` 36 
11.5 35 55 





_ tanges from 0 to 11 items. 
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however, have suggested that such health 
items may merely reflect low social class (8). 

The preseat study: and other work (4) sug- 
gest anothe: explanation. The NSA items 
may be bett2r indicators of people who seek 
out physicians than of people who are men- 
` tally ill. For example, inability to concentrate, 
under stress was not associated with most 
symptoms ia table 2. Yet unpublished data 
have shown that this complaint is strongly as- 
sociated wit psychopathology. 

Elsewhere, King noted that college students 
who made 11 or more visits to medical-surgi- 
cal clinics also sought psychiatric help six 
times more often than did those who did not 
visit medical-surgical clinics at all (9). On the 
other hand, he found that social class, ethnic 
background, family stability, and students’ 
intelligence did not correlate with whether or 
not they sew a psychiatrist. Unlike lower- 
class patients, the educated upper middle 
class may not tell their psychiatrist about 
their physical complaints; but they still com- 
plain about them to their family physician. 

A second finding of great interest was that 
the decisior. to seek psychotherapy appeared 
to be strongly correlated with a relative ab- 
sence of social supports. However, in this 
population, presence or absence of social sup- 
ports appeared to be quite independent of 
physical and mental health. The conservative 
who went td church often and enjoyed games 
with his friznds found it as hard to think un- 
der stress and as easy to complain of physical 
ill health as his more lonely, liberal neighbor. 
Thus social supports per se did not markedly 
diminish suffering; they only diminished re- 
course to psychiatrists. 

These findings in a study of middle-aged 
men are congruent with the observations of 
Weiss and co-workers in college men (10, 11). 
These researchers noted that if psychopathol- 
ogy, as reflected by the Minnesota Multipha- 
sic Personelity Inventory, were held as a con- 
stant, then the presence of social supports (as 
reflected by athletic team and fraternity 
membership) decreased the likelihood that 
students would seek psychiatric help. Simi- 
larly, King found that both a large number of 
friends and frequent church attendance (but 
not the religious preference of the parents) 
were negatively associated with visits to a col- 
lege psychiatric clinic (9). l 

Psychiatrists themselves are often liberal, 
nonchurchzoing, and unathletic. They some- 
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times view churchgoing, golf-playing, hippy- 
disparaging conservatives as highly defended 
individuals who avoid psychotherapy and who 
are basically unhappy if they only would ad- 
mit it. But in this population, participation in 
competitive sports was statistically less asso- 
ciated with good physical health or right- 
wing views than with a good marriage. Most 
psychiatrists would agree that to be “lucky 
in love,” one must be comfortable with ag- 
gression. Conversely, to want the govern- 
ment’s role regarding the individual increased 
and one’s middle-aged status quo dissolved 
by student activists may reflect personal 
loneliness and social helplessness as often as 
it does mature and altruistic social conscious- 
ness. 

But such arguments lead into treacherous 
ground. A person’s motives for approving or 
rebelling against the status quo are complex, 
indeed. All I am really saying is that ready re- 
course to psychotherapy may reflect social 
isolation from a variety of causes and that the 
mentally ill are less likely to come to the at- 
tention of psychiatrists if they have stable so- 
cial relationships. To put it a different way, 
people who see psychiatrists have trouble in 
sustaining relationships. 

The findings of this study must be regarded 
with caution. The sample is biased by being 
drawn from the intellectually ambitious upper 
middle class. But such bias permits refutation 
of the notion that only the socially disadvan- 
taged confuse mental and physical anguish. 
Questionnaire data are always affected by 
unanticipated effects of wording. The data 
would be more reliable if 28 percent of the 
questionnaires had not gone unanswered. The 
ameliorative effects of psychotherapy upon 
the individuals who received it may well have 
obscured the fact that once overt (but now 
mitigated) psychological disability had origi- 
nally led the men to psychiatrists. Finally, 
mental iliness certainly is one reason for seek- 
ing psychotherapy. 

Nevertheless, this report requires our pro- 
fession to ask itself some prickly questions. 
Should scarce psychiatric manpower be used 
to help those with subjective or objective emo- 
tional impairment? Can the prevalence of 
psychiatric morbidity possibly be determined 
by merely focusing on those who receive psy- 
chiatric treatment? Is a psychiatric patient 
someone who needs or someone who seeks a 
psychiatrist? Finally, is it better to be men- 
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tally unstable, but a stoic with many friends, 
or is it better to be free of objective impair- 
ment, but a complainer with no friends to 
hear the complaints? 

Perhaps the credo of the twentieth-century 
psychiatrist should be that of the nineteenth- 
century internist: “To cure sometimes, to re- 
lieve often, to comfort always.” 
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1972 Anniversaries 


BY GEORGE MORA, M.D. 


The author recalls this year’s anniversaries of 
events and individuals prominent in the his- 
tory of medicine, psychiatry, and psychology 
and briefly examines their practical or theo- 
retical contributions to the field. 


1572 


pas SENNERT was born in Breslau. 
Sennert, a successful physician of the 
time, graduated in philosophy in 1601 and in 
medicine in 1602 from the University of Wit- 
tenberg. He became professor of medicine at 
the same university at the age of 35. He has 
been considered a precursor of the iatrochem- 
ists because of his corpuscular theory, which 
attempted a compromise between the chem- 
‘ical doctrines of Paracelsus and those of Aris- 
totle and Galen. In his encyclopedic Institu- 
tiones Medicae et de Origine Animarum in 
Brutis (On Medical Principles and on the Ori- 
gin of Souls in Brutes; first volume, 1611) and 
especially in his Liber V: Practicae Medicinae 
(1634), he thoroughly distinguished mel- 
ancholia from mania, which he still attributed 
to the power of the devil. He also believed in 
lycanthrapy and in the demoniacal transfor- 
mation of human beings into animals. In spite 
of this, he anticipated some interesting no- 
tions on prognosis and on the alternation of 
melancholia and mania. His treatment con- 
sisted essentially of physical means, cathar- 


tics, and diet. Among his other works are De . 


Suffocatione Uteri (On Uterine Suffocation, 
1660), which deals with the traditional con- 
cept of the influence of the. uterus on mental 
diseases. His Opera Omnia was published in 
1666. After having successfully fought seven 
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epidemics of bubonic plague, he finally suc- 
cumbed to the disease himself in 1637. 


1672 


Thomas Willis’ De Anima Brutorum (On 
the Soul of Brutes) was published in Oxford. 
It had been preceded by his Cerebri Anatome 
in 1664 and De Morbis Convulsivis in 1667. 
Willis, who was born in 1621, held strong reli- 
gious.convictions throughout his life. After 
his graduation in medicine, he settled in Lon- 
don, where he acquired prominence as a clini- 


cian and head of the so-called “‘iatrochemical 


school.”’ Early in his career he had belonged 
to the inner circle of the eight fellows of the 
“Great Club,” who were very interested in ex- 
perimental research (Boyle and Hooke were 


among the members). Elected a member of 


the Royal Society in 1667, he continued to 
combine research with clinical practice in 
London. ` 

In his books on neurology, under the in- 
fluence of Descartes and Gassendi, he ac- 
cepted the notion that animal spirits run from 
the periphery to the brain and from there to 
the muscles. Voluntary motion was controlled 
by the corpus striatum; involuntary move- 
ment, by the cerebellum. He was among the 
first to describe the anatomy and function of 
the vagal and intercostal (sympathetic) 
nerves, thus. anticipating modern autonomic 
notions of emotions and of psychosomatic 
medicine. He attempted to explain even psy- 
chiatric symptoms, such as nightmare (in- 
cubus) and hysteria, by the movement of the 
animal spirits. According to some, he was the 
first to use the term “‘refiex action.” 

Regardless of the controversies raised by 
some of his contemporaries concerning the 
accuracy and originality of his observations, 
his name is universally attached to the de- 
scription of the arterial system at the base of 
the brain (circle of Willis). In the English 
translation by Pordage of his work De Anima 
Brutorum, the word “psychologie” was used 
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for the first time in English 
1675. 


The Dutch scientist François de la Boe, 
or Du Bois (latinized Sylvius) died in 1672. 
Having graduated from the Medical School 
of Basel, he became a professor at the Univer- 
sity of Leiden, where he built a famous labo- 
ratory. His lectures on anatomy, physiology, 
and clinical medicine drew students from all 
parts of Europe. A follower of the humoral 
theory, he explained all diseases chemically, 
according to the Galenic tradition. He also in- 
vestigated the functions of the brain. His 
name is associated with the “aqueduct of Syl- 
vius,” which is a small channel connecting the 
third and fourth ventricles in the brain. In the 
realm of psychiatry, he ascribed convulsions 
to abnormality in the working of the bony 
structures of the body. He also observed that 
at times a physical disease makes certain 
mental symptoms disappear. 


1772 


Antoine Le Camus died in this year. Born 
in Paris in 1722, he graduated in medicine in 
1745. In 1766 he was appointed to the chair of 
surgery of Clermont and in 1768 to the Royal 
College of Physicians of Nancy. He was in- 
volved in the organization of the institution of 
Salpêtrière in Paris for women re- 
jected by society (paupers, prostitutes, crimi- 
nals, etc.). His most famous work was La 
Medecine de l’Esprit (1753), in which he 
illustrated the causes that influence the dispo- 
sitions of the mind, on the basis of a discus- 
sion of sensibility, imagination, reasoning, 
judgment, and memory. He felt that Heredity, 
temperament, climate, seasonal in- 
fluences, education, and training also play a 
role in the development of mental illness. 


Herder’s On the Origin of Language was 
published. Gottfried von Herder (1744-1803) 
was born in East Prussia and studied at the 
University of Königsberg, where he was 
influenced by Kant and J.G. Hamann (the so- 
called “Magus of the North”). For several 
years, as a tutor of the Prince of Holstein-Eu- 
kin, he lived in Paris, Hamburg, and 
Strassbourg. In Strassbourg he became ac- 
quainted with Goethe, and through him ob- 
tained a series of official positions at the 
Court of Weimar, where he spent the rest of 
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his life. His main works include the incom- 
plete masterpiece Ideas for a Philosophy of 
the History of Mankind (1784-91), in which 
he postulated a relationship between nature 
(man’s physical environment) and the cultural 
evolution of the human race and described. 
human history as evolving from Gad’s plans. 

Herder has been considered a forerunner of 
dynamic psychology, especially because of his 
emphasis on the unity of psychological func- 
tions, which all interact with each other and 
with the body. He conceived of man not as 
passive, but as active, on the basis of his abil- 
ity to make choices. In contrast to other rep- 
resentatives of the Enlightenment, Herder 
saw- in man a living unity of thinking, acting, 
and feeling, and he saw in all acts the mul- 
tiplicity of the creative human spirit. 


In Paris Helvetius’ book On Man, His In- 
tellectual Faculties and His Education ap- 
peared posthumously. Helvetius was torn in 
Paris in 1715 and died there in 1771. In his 
first work, De l'Esprit (1758), he asserted that 
human actions, even the most noble ones, are 
caused by seli-interest and egoism and that 
morality, legislation, and education have to 
be based solely on their usefulness to the com- 
munity. In his later book On Man, he tried to 
convince educators and legislators that ge- 
nius, virtues, and talents, rather than being 
caused by differences of the sense organs, 
resulted from the effects of education. He be- 
lieved that society’s aim should be “the 
greatest possible pleasure and the greatest 
possible happiness of the greatest number cf 
citizens.” His ideas had a great impact.in 
England, where Helvetius was cansidered a 
forerunner of the Utilitarians, Jeremy Ben- 
tham and James Mill. In France, however, 
his works were condemned by the Catholic 
Church because he denied free will and a 
spiritual element as the basis of thought 
processes. — 


The psychiatrist Ferdinand Autenrieth was 
born in Germany. Before his graduazion at 
the age of 20, he had studied yellow fever in 
the United States and then, in 1797, obtained 
a teaching position at the University cf 
Tiibingen, of which he later became presi- 
dent. A man well versed in many areas of nat- 
ural sciences, medicine, philosophy, and 
theology, his importance to psychiatry lies in 
his close association with Johann Christian 
Reil (1759-1813) and in his concrete views on 
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the treatment of mental patients, rather than 
in theoretical formulations. He showed great 
insight in kis optimistic outlook on acute psy- 
choses and in his description of the inclination 
toward re.apse in climacteric melancholia. 
On the assumption that patients should be 
considered children vis-a-vis the psy- 
chiatrist, he devised a-special metal mask 
(Autenrietische Maske) to restrain patients 
from shouting or making loud sounds, as well 
as other gedgets, such as a movable stockade, 
later . described by Kraepelin. Among his 
patients was the poet Friedrich Hölderlin 
(1770-1843). Autenrieth also wrote on legal- 
psychiatric matters. He died in 1835. 


1872 


In the United States, several important 
events took place. In Elgin, Ill., the Illinois 
Northern Hospital for the Insane was opened 
under the direction of Dr. A. Kilbourne. It 
was originally designed for 150 patients, but 
by 1875 there were 525 patients; in 1878 two 
cottages for convalescent patients were 
opened. In Jacksonville, IN., the McFarland 
Retreat for the Insane was opened under the 
direction of Dr. A. McFarland; there were 20 
patients. The Essex County Hospital for the 
Insane was established in Newark, N.J., un- 
der the superintendency of Dr. J. Leonard, for 
350 patients. _ 

In Catonsville, Md., Dr. W.G. Steward was 
appointed director of the new Maryland Hos- 
pital for the Insane (Spring Grove). Its popu- 
lation increased from 320 patients to 400 in 
1887. A chair of psychological medicine was 
' established at the Missouri Medical College 
and J.K. Baudur was appointed to it. Dr. Bau- 
dur had previously opened the Clinic on Ner- 
vous Diseases and Insanity at St. Vincent 
Insane Asylum. John H. Callender, su- 
perintendent of the Tennessee Asylum, was 
appointed Lecturer Upon Insanity: Its Causes 
and Treatment in the Medical Department of 
the University of Nashville. Elected president 
of the Association of Medical Superinten- 
dents of American Institutions for the Insane 
in 1883, he delivered the first presidential ad- 
dress. 


In Canada, the Asylum for the Insane was 
opened in London, Ontario, for 540 patients, 
under the superintendency of Dr. H. Landor. 
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Twenty years later the capacity of the hospi- 
tal was 900 patients. 


In Italy, a chair of psychiatry was estab- 
lished at the University of Rome. Prof. G. 
Girolami, director of the mental hospital of 
Rome, held it first. Later on,-this chair was 
occupied by other well-known scientists, no- 


tably S. De Sanctis (1862-1935), who antici- 


pated important concepts of child psychiatry, 
and U. Cerletti (1877-1963), who introduced 
electric shock in the late thirties. 


In Germany the mental hospital of Lind- 
enburg, near Cologne, was opened for 180 
patients. Bernard von Gudden (1824-1886) 
was named superintendent of the mental hos- 
pital of Munich. He had previously been in 
charge of the mental hospital of Werneck and 
then of the mental hospital of Burgh- 
hölzi, near Zurich. While in Munich, he 
became involved in the treatment of the ‘“‘in- 
sane” King Ludwig II of Bavaria. 


Illustration of the Influence of the Mind 
Upon the Body in Health and Disease, by 
Daniel Hack Tuke, was published in London. 
Born in York in 1827, he was the son of Sam- 
uel Tuke, who had followed the pioneering re- 
form introduced at the York Retreat by his 
father, William Tuke, at the end of the 18th 
century. Daniel Tuke was elected to the 
Royal College of Surgeons in 1852, and the 
following year he received a medical degree 
at the University of Heidelberg. After an 
extensive visit to many mental ‘hospitals on 
the Continent, he returned to York to take 
charge of the Retreat. 


In 1858 he and J.C. Bucknill published the | 


Manual of Psychological Medicine, which 
presented a new classification of mental dis- 
eases, based on the most outstanding symp- 
toms. In 1880 he took over, with George Sav- 
age, the editorship of the Journal of Mental 
Science (now the British Journal of Psy- 
chiatry), which he maintained until his death. 
Two years later his Chapters in the History of 
the Insane in the British Isles appeared, fol- 


lowed by The Insane in the United States and 


Canada (1885), which resulted from an exten- 
sive trip to this country. Finally, in 1892, his 
important Dictionary of Medical Psychology, 
to which 67 specialists contributed, was pub- 
lished. He died in 1895. 
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Animals by Charles Darwin (1809-1882) ap- 
peared in London. Darwin had by then al- 
ready become a celebrity, mainly through his 
two books The Origin of Species (1859) and 
The Descent of Man (1871), in which he advo- 
cated the theory of evolution, based on many 
observations gathered during his years of 
study on plants, animals, and geology. In 
Expression of the Emotions, he advanced 
the idea of the evolution of the mind, based 
on the progressive differentiation of ana- 
tomical structures in animals and on the 
continuity of functions from animals to man. 
Historically, Darwin’s ideas fit into the 
centuries-old belief of a correspondence 
setween morphological and _ psychologi- 
eal traits, which acquired prominence during 
the Renaissance and anticipated phrenology. 
Darwin’s merit was to present this theme in a 
scientific way, which led to the development 
of comparative physiology and modern psy- 
chology. 


The American psychiatrist John J. Butler 
(1802-1890) retired from the superintendency 
of the Hartford Retreat, which he had held 
for almost 30 years. He had received a medi- 
cal degree from Jefferson Medical College in 
Philadelphia in 1828. During ten years of 
practice in Worcester, Mass., he came under 
the influence of Dr. Samuel Woodward, then 
superintendent of the State Lunatic Asylum 
at Worcester. In 1839 he was appointed su- 
perintendent of the Boston Lunatic Asylum, 
where he introduced a vast program of re- 
forms, described by Dickens in his American 
Notes in lively and favorable terms. For po- 
litical reasons, Dr. Butler left this position 
after a few years. In 1843 he was elected su- 
perintendent of the Hartford Retreat, where 
he developed many innovations along the 
lines of “moral treatment.” In 1844 he was 
among the 13 founders of the Association 
of Medical Superintendents of American 
Institutions for the Insane, of which he 
served as president from 1870 to 1873. He 
was also an honorary member of the Medico- 
Psychological Association of Great Britain 
and president of the first State Board of 
Health in Connecticut. In his book The 
Curability of the Insane (1887), Butler em- 
phasized that a great number of the mental- 
ly ill could be cured with the help of proper 
medical and moral means, particularly in- 
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dividualized treatment; those who could not 
be helped should be kept in separate institu- 
tions. In an address on “State Preventive 
Medicine” (1879), he advanced pioneering 
views on the importance of the preventicn of 
mental disorders. 


The book Mind and Body by Alexander 
Bain (1818-1903) appeared. Bain was in- - 
fluenced early by John Stuart Mill, George 
Grote, and Thomas Carlyle. He was ap- 
pointed professor of mathematics and mor- 
al philosophy at Andersonian University, 
Glasgow, and later at Bedford College for 
Women as well. His early works, The Senses 
and the Intellect (1855) and The Emo‘ions 
and the Will (1359), were well received and 
highly esteemed, even by the American psy- 
chologist William James. Appointed profes- 
sor of logic at the University of Aberdezn in 
1860, he founded the important philosopnical 
journal Mind in 1876 and contributed to -t for 
many years. He later wrote a biography of 
John Stuart Mill, as well as an autobiography 
that was published posthumously. In «ind 
and Body he showed a scientific att:tude 
toward psychological problems and rezom- 
mended an investigation of the physica and 
physiological correlates of mental states; he 
produced some initial systematizaticn of psy- 
chological theory. Today he is considered one 
of the founders of modern psychology. 


Du Bois-Reymond delivered his fanous 
lecture “On the Limits of the Knowledze of 
Nature” in Leipzig. Born in 1818 in Berlin, 
Emil du Bois-Reymond soon became the fa- 
vored pupil of Johannes Müller, the fa- 
ther of modern physiology, and succeeded 
him in the chair of physiology in 1853. By 
that time he had become well known ir aca- 


. demic circles as the leader of an iceolagical 


school that attempted to explain life in mech- 
anistic terms. Du Bois was bitterly opposed to 
any form of vitalism; he strongly beiieved 
that only the common physical-chemical 
forces are active within the organism and that 
phenomena unexplainable by this priaciple 
had to be reduced to the force of attraction 
and repulsion. This school, which gav2 im- 
petus to the so-called “biophysic movement 
of 1847,” was also represented by Ernst 
Briicke, Carl Ludwig, and Hermann Helm- 
holtz, and eventually came to be known as 
“the school of Helmholtz.” It plaved a sig- 
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nificant role in the foundation of the theoreti- 
cal postulates of psychoanalysis, since Freud 
was deeply influenced by Brücke. 

Du Bois’s main scientific contribution con- 
sisted of his research on the electric physi- 
ology o? the muscle. In his famous Leipzig 
lecture, as well as in other writings of his late 
years, he dealt with methodological aspects of 
science by solemnly asserting ““Ignorabimus,” 
i.e., the deep essence of the functions of the 
mind will always remain outside of the realm 
of knowledge. Du Bois, for many years secre- 
tary of the Prussian Academy of Science, died 
in 1896. Among his pupils were Wilhelm 
Wundt, the founder of experimental psy- 
chology; Ivan Sechenov, the father of Russian 
physiology; and Vladimir Bekhterev, the Rus- 
sian pioneer of reflexology. 


The Birth of Tragedy, 
Nietzscke (1844-1900), was published in Ba- 
sel. Then an exceptionally brilliant young 
professor of Greco-Latin philology, he was 
forced to resign seven years later, due to ill- 
ness. He spent the rest of his life wandering 
from place to place and writing books in the 
form of aphorisms, until he succumbed to 
complete insanity due to general paresis in his 
last 11 years. Nietzsche’s work is considered 
the forerunner of many ideas of dynamic psy- 
chiatry. In The Birth of Tragedy, his only sys- 
tematic work, he opposed the apollonian art 
(figurative art and epic poetry), stemming 
from dreams, to the dionysian art, stemming 
from drunkenness. He asserted that in dreams 
“some primeval relic of humanity is at work 
which we can scarcely reach any longer by a 
direct path.” 

In brief, his main concept centered around 
man’s will to power, which expresses itself in 
the interplay between unconscious wishes and 


societal mores. Having postulated the uncon-- 


scious as the essential part of the individual 
and. the conscious as the cryptic manifesta- 
tions of the unconscious, he gave flashes of in- 
sight into sublimation, repression, Christian 
morality as a form of resentment, the genesis 
of moral conscience from aggressive instincts, 
and the origin of guilt feelings as based on 
self-destructive instincts. Also, his concepts of 
“superman” and of the “eternal return” have 
psychological implications. Many, beginning 
with Freud, have found correlations between 
the ““unmasking trend” of psychoanalysis and 
Nietzsche’s ideas. In general, Nietzsche may 
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be considered as the common source of 
Freud, Jung, and Adler. The interaction of 
Nietzsche’s creativity with his mental illness 
has also been the subject of much discussion 
from the psychological perspective. 


Felix Voisin (born in 1794) died in this 
year. Voisin was early influenced by Gall, Es- 
quirol, and Jean-Pierre Falret. With Falret, . 
he founded the private hospital of Vanves, 
which soon became famous. In 1826 he pub- 
lished Des causes morales et physiques des 
maladies mentales, in which he dealt exten- 
sively with the relationship between genius, 
insanity, and crime. Eventually he became in- 
terested in the treatment of idiots at the men- 
tal hospital of Bicétre. In his late work 
Etudes sur la nature de homme considéré 
comme être animal, moral et intellectuel, he 
thoroughly discussed animal, moral, and 
intellectual faculties and stressed the de- 
pendence of ethics on psychology. 


The German psychiatrist August von Sol- 
brig died in Munich. Shortly after his gradu- 
ation in medicine from the University of 
Munich, he traveled in Germany, Belgium, 
and France, where he visited psychiatric insti- 
tutions. Following a year of training under 
C.W. Ideler in Berlin, he spent several years 
in general practice. In 1846 he was named di- 
rector of the mental hospital of Erlangen, 
which he had helped to organize. Three years 
later, in 1849, he was given a professorship of 
psychiatry in that same city. After consider- 
able difficulties, he succeeded in opening a 
mental hospital in Munich in 1859, of which 
he became the superintendent. In 1864 he 
was called to the chair of psychiatry at the 
University of Munich, which he held until his 
death. Solbrig was especially involved in his 
mission to introduce the teaching of psychi- 
atry into the medical curriculum. 


Michael Von Viszanik, born in 1792 in 
Szatmar, Hungary, died in Vienna in this 
year. He had studied in Pest and Vienna, 
where he graduated in medicine in 1822. 
There he was among the few who became in- 
terested in the treatment of the mentally ill, so 
he was appointed physician of the local men- 
tal hospital, which consisted mainly of the so- 
called “Irrenturm,” a tower-like building for 
the insane erected by order of the Emperor 
Franz Joseph II. Viszanik introduced many 
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innovations, such as “‘observation rooms” 
and hydrotherapy, partly as a result of some 
visits to institutions in England, France, and 
Switzerland. On the basis of his broad experi- 
ence in the field of mental illness, he made 
plans for the construction of a new mental 
hospital in Brünnelfeld. In 1844 he was 
called` to the position of “public academic 
teacher of theoretical and practical psy- 
chiatry” in Vienna. He also founded the As- 
scciation for Persons in Need of Assistance 
Discharged from Austrian State Institutions 
in 1851. 


Karl Spurzheim, a nephew of the phrenol- 
ogist Johann Spurzheim, died in Vienna, 
where he had been born in 1809. After gradu- 
ating in medicine in 1835, he undertook a 
long trip to visit mental institutions in Ger- 
many, France, and Belgium. He was named 
senior psychiatrist at the mental hospital of 
Ybbs in 1842, and introduced many enlight- 
ened reforms there in the treatment of the in- 
mates. He became superintendent of that in- 
stitution in 1859. Ten years later he succeeded 
J.G. Von Riedel (to whose reforming spirit he 
had been very close) as director of the Mental 
Hospital of Vienna. Spurzheim dedicated 
much energy to the improvement of legal re- 
ports on mental patients, according to the 
German psychiatric tradition. In 1871, he was 
elected president of the Association of Psy- 
chiatry and Neurology. _ 


Krafft-Ebing was named professor of psy- 
chiatry at the University of Strassbourg, new- 
ly reorganized by Bismarck after Germany’s 
victory over France in the previous year. 
Richard Freiherr von Krafft-Ebing was born 
in Mannheim in 1840 and studied in Heidel- 
berg under Virchow, in Zurich under Grie- 
singer, and then in Vienna, where he was in- 
fluenced by Skoda, Rokitansky, and others. 
Eventually he returned to Germany and, after 
four years as assistant physician at the Men- 
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tal Hospital of Hlenau, he decided to settle 
down in private neurological practice in Ea- 
den-Baden. However, he was soon called by 
the Army during the Franco-German war and 
while serving did research on the neurological. 
aspects of typhus. Ini 1874 he left Strassbourg 
and moved to Graz, Austria, where he opered 
a psychiatric clinic, which he directed for four 
years. In 1886 he became professor of psy- 
chiatry at the medical school at Graz and, un- 
der his influence, the fields of neurology and 
psychiatry were united. There he founded the 
sanitorium of Mariagriin, which soon ac- 
quired world renown. In 1889 he was called to 
head the psychiatric clinic of the University of 
Vienna, where he worked closely with Theo- 
dor Meinert, whom he replaced at Meinert’s 
death in 1892. 

As part of his aim of combining psychiatry 
and neurology, he founded the Society Zor 
Psychiatry and Neurology in 1894, fcllowed 
shortly by the. publication of the prestigious 
Jahrbücher fur Psychiatrie und Neurolozie. 
By that time, Krafft-Ebing had pdeccme 
well known for his many contributions to 
psychiatry. Among them are: the descrip- 
tion of obsessional ideation and corfusion- 
al states; the publication of his Texthook of 
Psychiatry (1869), based on an enormous 
amount of clinical experience; his studies 
on the etiology of general paresis and of 
“tabes dorsalis”; his collected Works from 
the General Fields of Psychiatry and Neurol- 
ogy; his important Textbook of Legal 
Psychopathology; his Psychopathia Sexualis, 
translated into. many languages and repub- 
lished up to our day, in which he anticipated. 
many concepts of dynamic psychiatry; his re- 
search on the therapeutic influence of Fyp- 
nosis; his monograph on the Psychosis Men- 
strualis (1902); and his efforts to improve 
conditions for nervous and mental patients in 
psychiatric institutions. Krafft-Ebing died in 
1902, shortly after his retirement from the 
chair of psychiatry at Vienna. 
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The Pseudo-Regulation of American Psychiatry 


BY ROBERT L. TAYLOR, M.D., AND E. FULLER TORREY, M.D. 


The self-regulation of American psychiatry 
has evolved into a form of professional pro- 
tectionism that fails to ensure appropriate 
and competent psychiatric service providers. 
Despite an elaborate regulatory facade, the 
fact remains that to practice as a psychiatrist 
in this country requires nothing other than a 
medical license. The authors suggest changes 
in the existing regulatory process including 
outside representation, mandatory psychiat- 
ric certification and periodic recertification, 
and proficiency standards. 


MERICAN PSYCHIATRY vividly illustrates 

the inadequacies of the self-regulation of 
professionals. Whereas effective regulation 
should ensure competent service providers, 
self-regulation tends to evolve irto protec- 
tionism that focuses on guaranteeing profes- 
sional advantage and freedom from outside 
encroachment. 

The self-regulation of American psychiatry 
occurs through a complex organizational ar- 
rangement involving the American Medical 
Association and the American Psychiatric 
Association. The resulting regulatory struc- 
tures have a built-in tendency to advance pro- 
fessional interest over public interest when the 
two come into conflict. We are nót implying 
that there is an active psychiatric conspiracy 
at work to take advantage of the public. 
Rather, we are suggesting that the process of 
self-regulation operates with a structural bias 
that has a way of changing reguiation into 
protectionism. 

Certification of individual psychiatrists and 
accreditation of psychiatric training pro- 


Read at the 125th annual meeting of the American 
Psychiatric Association, Dalles, Tex., May 1-5, 1972. 

Dr, Teylor is Program Chief for Menta. Health Ser- 
vices in Marin County, P.O. Box 2728, 250 Bon Air Rd., 
San Rafael, Calif. 94902. Dr. Torrey is Special Assistant 
for International Activities, Office of the Director, Na- 
tional Institute of Mental Health, Rockville, Md. 

The views presented in this paper do not necessarily re- 
flect the opinions, official policies, or.position of NIMH. 


[34] 


grams are the two components of existing 
psychiatric regulation. The “regulating” body 
for psychiatric certification is the American 
Board of Psychiatry and Neurology. Four of 
the members are appointed by the American 
Psvchiatric Association, four by the Ameri- 
can Neurological Association, and four by 


the American Medical Association (usually . 


two psychiatrists and two neurologists). The 
result is six psychiatrists and six neurologists 
who, in most cases, tend to their own half of 
the shop. 

Although the Board has been described as 
an independent agency, in fact it was estab- 
lished under the sponsorship of the AMA. 
Even the nature of its membership was deter- 
mined from the beginning by the AMA (1). 
Structurally, the Board is not independent 
from the interests of its parent organiza- 
tions—the APA and the AMA. It represents 
a kind of organizational incest. Currently the 
six’ psychiatrists on the Board include one 
past president of the APA, two past chairmen 
of major APA committees, and one past and 
one present APA trustee. There is no nonpro- 
fessional, public representation, This exclu- 
sive medical-psychiatric composition of the 
Board is evident in the position it has taken 
on psychiatric certification. 


The Certification of Psychiatrists 


The American Board of Psychiatry and 
Neurology has consistently advocated a pol- 
icy of voluntary certification. This is reflected 
in the fact that approximately two-thirds of 
the nation’s psychiatrists practice without 
certification, making psychiatric certification 
somewhat like Swiss cheese—more holes 
than substance (2). 

In the absence of specialty licensure re- 
quirements, the Board’s failure to establish a 
mandatory standard of competence means 
that to practice psychiatry requires nothing 
more than a medical license. No training or 
proficiency in psychiatry is required. If the 
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Board cannot bring itself to establish a policy 
of mandatory certification, at least it could 
actively advocate a specialty licensure re- 
quirement for psychiatry. The fact that it has 
done neither seems unreasonable. Either psy- 
chiatrists need certain skills to practice com- 
petently, in which case the Board should re- 
quire that they demonstrate these requisites 
before offering their services to the public, or 
psychiatrists need no such skills apart from 
having trained as medical doctors, in which 
case the Board should consider disbanding. 
Unfortunately, neither course of action seems 
imminent. 

In view of the Board’s position on certifica- 


tion, it is not surprising that it has failed to - 


advocate periodic recertification. Theoreti- 
cally, a man could pass the Board exam- 
ination at age 31, enter the field of. engineer- 
ing for the next 30 years, and return to 
psychiatry at age 61 as a full-fledged, Board- 
certified psychiatrist. The absence of manda- 
tory periodic reexamination, with its inherent 
incentive for continuing education, is a 
serious shortcoming in psychiatry, Although 
recertification would undoubtedly create 
some professional inconvenience, there can be 
little question that it would serve the public 
interest as a measure of quality control. 

Paradoxically, even though the Board is an 
essential part of the porous regulatory proc- 
ess that allows uncertified psychiatrists and 
physicians without specialty training to prac- 
tice psychiatry, it retains strict eligibility re- 
quirements for entrance to its own exam- 
‘nations. These requisites limit Board 
eligibility to medical school graduates who 
have had three years of specialty training in 
an accredited psychiatric training program 
and two years of documented ‘postresidency 
experience (3). 

By placing emphasis on the number of 
years of training and the types of settings in 
which the training must occur, members of 
the Board have avoided the more difficult and 
fundamental question of what an individual 
must develop in the way of attitudes, skills, 
and knowledge in order to practice compe- 
tently as a psychiatrist. i 

The two-part certifying examination given 
by the Board is an inadequate answer to this 
question. It is a voluntary examination; more- 
over, performance on it has never been corre- 
lated with psychiatric effectiveness. In this 
sense it is essentially meaningless as a basis 
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for certification. The Board has never estab- 
lished that its examination measures the in- 
gredients necessary for psychiatric praccice. 
Because of its failure to establish perfcerm- 
ance criteria thet correlate with psychiatric 
competence, the Board has been forced to rely 
on an arbitrary time-and-curricula require- 
ment for psychiatric training that has created 
serious educational deficiencies. 

First, the structure of psychiatric training 
as prescribed by the Board completely d:sre- | 
gards individual interests and learning differ- 
ences. Instead of specifying certain minimal 
performance stendards for the practice of 
general psychiatry as well as the various psy- 
chiatric subspecialties, Board members spec- 
ify the same core training program at the 
same rate of speed for all residents. Conse- 
quently, with the exception of some elective 
time, future community psychiatrists, benav- 
ioral researchers, psychotherapists, mental 
health administrators, and psychiatric educa- 
tors all have similar training. Furthermore, 
with complete disregard for the fact that resi- 
dents enter psychiatric residencies with differ- 
ing levels of kncwledge and varying learning 
efficiency, Board members require all resi- 
dents to spend the same period of time learn- 
ing this core curriculum. Such a policy indi- 
cates little understanding of the effec: of 
individual motivation on the learning process. 
George Miller (4), Director of the Center for 
Research in Medical Education, has com- 
mented on this lack of understanding among 
Board members zenerally: 


In a moment of quiet reflection, these leaders 
might be willing to acknowledge the fundamental 
biologic truth of individual differences, but they 
give little evidence of readiness to act upon the ed- 
ucational. corollary that individual residents with 
varied backgrounds, skills, interests, and motiva- > 
tion will learn at different rates, by different means, 
and might' move :oward the objectives of a spe- 
cialty training program by many paths and az dif- 
ferent speeds. If there were genuine acceptance of 
this principle, then boards would concern them- 
selves largely, if not exclusively, with the task of 
determining whether candidates had acquired req- 
uisite competence, not with the time it took nar the 
means by which it was accomplished (4, p. 601). 


A second educational deficiency that stems 
from the Board’s strict time-place training re- 
quirements is the general overtraining of psy- 
chiatrists. By supporting the necessity for a 
complete medical education plus an addi- 
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tional five years of training and experience, 
Board members have played their part in 
guaranteeing that psychiatrists are trained for 
a fantasy profession. 

Looking over the educational background 
of a psvchiatrist, a Martian newly arrived on 
this planet might reasonably predict that this 
profess:onal’s practice would consist of per- 
forming tonsillectomies, delivering babies, 
and treating heart failure and epilepsy, while 
engagirg in psychotherapy on the side and or- 
ganizing the community in the evenings. It is 
questionable that such gross overtraining is in 
the interest of producing more effective psy- 
chiatrists; more likely, it serves to protect 
against territorial encroachment by “‘lesser 
trained” professionals. As stated by one pro- 
fessional: “The amount of esoteric knowl- 
edge in the professional which is claimed as 
the basis for authority is grossly exagger- 
ated” (5). 

In its effort to protect the medical identity 
of psychiatry, the Board has established some 
requirements that border on the absurd. For 
example, an individual who has had two con- 
secutive years of training in any medical or 
surgicai specialty may substitute this experi- 
ence for a year of psychiatric experience (3). 
This means that a person with two years of 
training in colon and rectal surgery may 
count this as a year of experience in psy- 
chiatry. In contrast, a person who has had 
two years of experience as a Ph.D. clinical 
psychologist cannot receive credit because 
psychology is not a medical specialty. This is 
an example of protecting the medical borders 
of the profession against encroachment rather 
than ensuring the public of capable psychiat- 
ric practitioners. 


The Accreditation of Psychiatric 
Training Programs 


The second component of psychiatric self- 
regulation focuses on the accreditation of 
training programs. This is the function of the 
Joint Residency Review Committee for Psy- 
chiatry and Neurology. Six psychiatrists 
serve on this committee; no interest other 
than that of the APA and AMA is repre- 
sented. 

The committee meets twice a year to re- 
view applications for training program ac- 
creditation. The deliberations of the review 
committee are held in private; thus, the actual 
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basis for accrediting decisions remains largely 
unknown to training programs. Routinely, as 
many as 100 separate programs. are acted 
upon in a single session, making in-depth 
training program review impossible (6). Re- 
view committee members assess training pro- 
grams on the basis of written applications and 
supplementary comments of the field staff. At 
present the field staff of the Residency Review 
Committee of Psychiatry and Neurology con- 
sists of ten semiretired physicians with an av- 
erage age of 66. Of these ten physicians, only 
one is a psychiatrist (7). Directors of psy- 
chiatric training programs are familiar with 
the experience of trying to explain their pro- 
grams to a retired ophthalmologist or urolo- 
gist. With this kind of field staff, the validity 
of the entire accrediting process seems ques- 
tionable at best. 

Usually at least two programs are assessed 
each workday by a single member of the 
field staff; sometimes the number rises to 
four or five. One staff member summed up 
his approach to evaluating a psychiatric train- 
ing program this way: “My role is to just get a 
personal impression. I need to talk with the 
administrator and get a general picture, and I 
always like to survey the facilities and look 
over the grounds.” Out of approximately 150 
programs evaluated, this same *person had 
written unfavorable reports on fewer than five 
percent. 

Another field staff member, when asked if 
he had difficulty reviewing psychiatry pro- 
grams since his own training was in another 
specialty, commented that it was simply a 
matter of gradually developing a checklist. If 
the committee disapproves a program that he 
has reviewed, he assumes that his major find- 
ings were viewed negatively by the committee. 
In this fashion he “‘collects a list” of program 
weaknesses. One has to be impressed, how- 
ever, by how slowly his list has grown. In 
three years of field staff work this particular 
reviewer had not recommended disapproval 
of a single program. 

This uncritical approach to psychiatric 
training program review is standard oper- 
ating procedurë. In 1967—1968, for instance, 
only two out of 242 existing programs had 
their accreditation withdrawn (3). Since more 


than 40 of these programs had attracted only ` 


a single resident, this approval-withdrawal ra- 
tio is truly remarkable. 
The residency review application form— 
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completion of which is required of all pro- 
grams applying for accreditation—reads like 
psychiatry in the late 1800s. True to the medi- 
cal tradition, the form has a section for listing 
the number of consultants available in tu- 
berculosis, anesthesia, and urology. The over- 
all emphasis is quantitative; questions focus 
on how many staff, how many hours of super- 
vision, how many patients, how many vol- 
umes in the library. In contrast, fundamental 
inquiries concerning quality of training are 
notably absent. There are no specific ques- 
tions concerning community mental health 
training. No information is required about 
what trainees do when they finish their train- 
ing. There is no concern for the efficiency of 
training—the cost per trainee. 

The most damaging aspect of this current 
system of training program accreditation is 
its destructive influence on the evolution of 
psychiatric education. Training programs, in 
order to ensure continued approval, must 
conform to rigid requirements. Experi- 
mentation in developing psychiatric man- 
power that is more relevant to the public need 
must be curtailed in order to maintain an ac- 
creditation upon which federal support is de- 
pendent. | 


Summary and Recommendations 


The self-regulation of American psychiatry 
is a facade that hides the absence of mean- 
ingful regulation from the public eye. Despite 
the regulatory activities of the American 
Board of Psychiatry and Neurology, the Joint 
Residency Review Committee, and the vari- 
ous state governments, the fact remains: to 
practice psychiatry in this country requires 
nothing other than a medical license. No 
demonstrated psychiatric competency is re- 
quired. A public-oriented system of profes- 
sional regulation, in contrast, would ensure 
that only qualified service providers are 
allowed to practice. At the same time it would 
attempt to eliminate excessive requirements 
that have no relationship to competent prac- 
tice but that create an unnecessary manpower 
shortage with its inherent expense and incon- 
venience to the consumer. 

Changes in the existing self-regulatory sys- 
tem are essential if meaningful regulation of 
psychiatry is to be achieved. We suggest three 
such changes. 
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I. Outside Representation 


Other human service professionals and lay 
advocates should be added as members of the 
American Board of Psychiatry and Neurol- 
ogy and the Joint Residency Revizw Com- 
mittee. This would create a broader perspec- 
tive and a healthy antagonism that could 
provide a basis for the fair mediation of dif- 
ferences between public need and psychiatric 
professional interests. 


2. Mandatory Psychiatric Certification 
and Periodic Recertification 


Until this becomes part of the regulation of 
psychiatric practice, the certification process ` 
will continue to be a rite-of-passage, a “‘status 
trip” for interested psychiatrists, rather than 
a means of ensuring psychiatric competency. 
Psychiatrists who are considering taking the 
existing certifying examination skould se- 
riously question giving their support tc this 
inadequate regulatory procedure, the major 
achievement of which is to hide the fact that 
there essentially is no regulation of psy- 
chiatry. 


3. Proficiency Standards 


The establishment of proficiency standards 
for psychiatric practice will necessitate a 
drastic shift from the present emphasis on 
amount and kind of training to a focus on 
performance criteria. This would require the 
development of assessment procedures that 
can measure the necessary knowledge, skills, 
and attitudes required for psychiatric prac- 
tice. Once established, however, proficiency 
standards should not remain static. They 
should undergo continuing modification as 
new service problems arise and more effective 
approaches are identified. 

American psychiatry represents an impor- 
tant study of whether a professional discipline 
can learn to adequately regulate itself as well 
as protect itself. The outcome of the profes- 
sion’s efforts will to a large exzent determine 
the roles that state and federal agenzies may 
have to play in future regulation. 
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DISCUSSION 


. Harvey J. TOMPKINS, M.D. (New York, N.Y.)— 
In this provocative paper, the authors graphically 
indicate the deficiencies in what they describe as 
“the self-regulation of psychiatry by profes- 
sionals.” While they disclaim the presence of a 
conspiracy, it is alleged that this permits them to 
charge the “regulators” with a bias at the expense 
of the public interest. I find no support of this alle- 
gation in my own experience or in this paper. The 
authors conclude with the caution that if the pro- 
fessionals don’t do better, federal regulation will be 
required. One may be allowed to question whether 
such intervention will result in a bettering or wors- 
ening of the present situation. 

The authors draw attention to the large number 
of physicians legally practicing psychiatry who are 
not Board-certified. The suggestion is made that 
the Board provide for mandatory certification or 
work toward specialty licensure. The ABPN, like 
other medical specialty boards, was instituted as a 
voluntary, nonprofit, nongovernmental organiza- 
tion sponsored by similarly organized professional 
organizations as one method of bettering patient 
care through improvement of medical education. 
Training programs are accredited on request 
and their graduates are examined by the Board if 
they so desire. The Board is an autonomous, 
legally incorporated medical body with the respon- 
sibility of developing its own constitution and by- 
laws, as well as its own policies and procedures, 
and whose services are available on a voluntary 
basis. It is composed of representatives from three 
sponsoring bodies, but the individual directors are 
responsible only to themselves and to the Board. 

Because of the increasing professional influence 
of the various medical boards—and not because of 
any inherent right or authority—clinic, hospital, 
and faculty appointments, raises in staff levels, and 
funding from vartous sources have been increas- 
ingly dependent on Board certification. This has 
placed the boards in a quasi-public status, a posi- 
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tion neither sought, encouraged, or supported by 
the boards. The requirement of mandatory certifi- 
cation before practice of a specialty through licen- 
sure or other legal. means is a question that can 
best be answered by the medical fraternity, aca- 
demic institutions, and representatives of the pub- 
lic. If it is affirmed, one can assume that appro- 
priate legal instruments would be instituted to 
implement such legislation. 


I am ideologically against such actions, and I be- 
lieve that if these laws and procedures are enacted, 
it can logically be assumed that similar actions will 
be considered in regard to where the physician 
practices (based on the complaint of maldistribu- 
tion of physicians) and how he practices (to con- 
form with particular methods of delivery of his 
services). All this brings to mind the state medical 
programs that exist in Eastern Europe. 

While the basic criteria are elaborated in the Di- 
rectory of Approved Internships and Residencies 
of the AMA, the 1972 Guide for Residency Pro- 
grams in Psychiatry and Neurology states in its 
foreword that the Residency Review Committee 
“recognizes that sound graduate education may be 
acquired in different ways and that training meth- 
ods must change with the advance of medical sci- 
ence and the resulting increase in knowledge. This 
Guide is, therefore, to be regarded as expressing 
current attitudes of the approving agency and not 
as fixed, static requirements.” 

When eligibility for the examination is deter- 
mined, I am personally aware that the same flex- 
ibility exists, with the avoidance of the kinds of ex- 
tremes suggested by the authors. 

.The problem of recertification is receiving atten- 
tion by this and other boards; no board seriously 
doubts the need to formalize the requirement of 
the continuing education of the physician, What 
form this will take is debatable. The Board of 
Family Practice provides for recertification, and 
others will follow. 

The most telling comments of the authors are 
contained in their criticisms of present examining 
procedures. While exceptions are made by this and 
other boards, I believe the retention of. a specific 
period of time for training is principally due to the 
acknowledged inadequacies of our examination 
methods. Belatedly, both the ABPN and other 
boards are accepting their responsibility to provide 
for a continuing examination of testing procedures 
leading to more objective evaluations of the actual 
performance of the physician. 

In answer to the authors’ criticism of the resi- 
dency review mechanisms, I can only reply by indi- 
cating the AMA’s desire to secure surveyors with 
the best possible understanding of the educational 


process, whatever their age or background, and ` 


also the diligence of the members of the committee 
in providing an equitable evaluation of the individ- 
ual programs. Where doubt exists, site visits are 
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carried out by recognized and reputable specialists. 
This committee’s procedures are open to public 
„scrutiny, with due respect for the confidentiality of 
the details of the individual training program’s in- 
spection and evaluation. 

Finally, the need for nonmedical input, whether 
from the public or from other professionals, is a 
subject of lively debate within all specialty boards, 
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as it is in other health areas. The AMA’s Millis 
Report and the Carnegie Report have not cnly ac- 
celerated the concept of the assumption of respon- 
sibility for graduate medical education by the uni- 
versity but alsa appear to be leading toward an 
overall Commission on Medical Education, with 
representation from the general public and govern- 
ment, i 


Questions of the Month 


Each of the incomplete statements below is followed by five suggested 
completions. Select the one that is BEST in each case. 


Question 1 


For an applicant to be eligible to receive federa! funds for construction or 
staffing support under the Community Mental Health Center legislation, it is 
necessary that the application be formally approved by the designated mental 


health authority of 
(A) the state only. 
(B) the local community only. 


(C) both the state and the local community. 


(D) the National Institutes of Health. 


(E) none of the above. 


Question 2- 


The self-regulatory tendencies of organisms refer to 


(A) dynamic internal environment. 
(B) entropy. 
(C) endogenous behavior pattern. 
(D) homeostasis. 

` (E) none of the ábove. 


(The Questions of the Month are from the Self-Assessment Program of the 
APA. The answers are supplied on page 668 of this issue.) 
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A Commentary on “The Pseudo-Regulation 
of American Psychiatry’’ 


BY SHERVERT H. FRAZIER, M.D. 


The efforts leading up to the formation of the 
American Board of Psychiatry and Neurol- 
ogy in 1934 reflected the two professions’ at- 
tempts to protect the public interest and to 
separate persons who were adequately trained 
in the two specialties from those who were 
self-declared specialists. While problems have 
_ developed in recent years, efforts toward im- 
provement are under way through experi- 
mentation with recertification, a better and 
more reievant type of. Board examination, 
and other means of evaluating the compe- 
tence of psychiatrists and other physicians. 


E AN ARTICLE in The American Journal of 
Psychiatry in 1959 (1) on the founding of 
the American Board of Psychiatry and Neu- 
rology, Inc., Drs. Walter Freeman, Franklin 
G. Ebaugh, and David A. Boyd, Jr., noted 
that the trend of “‘modern” medicine has been 
to organize, standardize, and stabilize the 
practice of the healing arts. This began in 
some form not with the Board itself but as 
soon as medicine had been established on this 
continent. . 

When the early asylums were established in 
Philadelphia, New York, and Boston, the 
medical superintendents of these organiza- 
tions instituted a method of keeping record of 
case histories and other records, as well as of 
treatments administered to patients, who 
were then called “residents” of these asylums. 
Drs. Pliny Earle, Rufus Wyman, and Thomas 
Lee attempted to create standards of ethical 
practice and professional competence based 
on knowledge of adequate fundamentals of 
medicine pertaining to mental health. 

The certification of medical schools after 


Dr. Frazier is Professor of Psychiatry, Harvard Medi- 
cal School, and Psychiatrist-in-Chief, McLean Hospital, 
Belmont, Mass. 02178. He is also president of the 
American Board of Psychiatry and Neurology, Inc. 
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the Flexner report, the classification of the 
Class A types, the slow disappearance of the 
less competent schools, and the painful disap- 
pearance of the strange healing cults led to a 
general awakening within the profession to 
the need for continuing studies of areas of 
knowledge and clinical competence that. 
would make the practitioners safe for the 
public. In psychiatry many self-constituted 
specialists declared themselves competent 
promulgators of wisdom relating to emo- 
tional illness, and often these were abetted by 
local politicians and the abdication of respon- 
sibility by other physicians—to the latters’ 
detriment. 

All medical specialties were confronted: 
with the same problem. In the early decades 
of this century the societies of the various spe- 
cialties attempted to solve the problem by es- 
tablishing boards of certification. Adolf 
Meyer, in his presidential address to the 
American Psychiatric Association in 
1928 (2), recommended that as a part of the 
program of our Association, the various cen- 
ters should work out intensive courses of. 
work looking forward to two kinds of diplo- 
mas, one for adequate basic training, the 
other for advanced proficiency and special 
creative work of note. In the March 1931 is- 
sue of The American Journal of Psy- 
chiatry (3), there appeared an editorial advo- 
cating the formation of an American Board 
of Examiners in Psychiatry. This clearly dem- 
onstrates that the impetus for certification of 
specialists in psychiatry arose within the psy- 
chiatric profession and not within the Ameri- 
can Medical Association. 

Through the Section on Nervous and Men- 
tal Diseases of the American Medical Associ- 
ation, the need for such recognition and certi- 
fication was acknowledged as a cooperative 
function with the National Board of Medical 
Examiners. In 1932, the House of Delegates 
of the Medical Society of New Jersey em- 
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barked on a program of specialty certification 
on a State level. They offered certification as a 
specialist on the basis of recommendations, 
memberships in various societies, appoint- 
ments held, etc., but without any formal ex- 
amination. 


Early Attempts at Regulation 


In the proposed revision of the Constitu- 
tion of the American Psychiatric Association 
published in September 1932 (4) it was speci- 
fied that an examining board of five Fellows 
or Life Members should be appointed by the 
President and approved by the Council (now 
Board of Trustees), and that it should be the 
duty of this board to make a report and rec- 


commendation to the Council on each appli- 


cation for each class of membership. It re- 
quired -the board, from time to time 
afterwards, to submit to the Council plans for 
the procedures by which it proposed to pass 
upon the fitness of new applicants for mem- 
bership and also on present members of the 
Association. 

The year 1933 was characterized by mount- 
ing interest in certification. The Council on 
Medical Education and Hospitals of the 
AMA resolved to extend to other special 
fields of medicine the services it had rendered 
to the fields of radiology and pathology to the 
end that members of the medical profession 
and others might be able to readily distin- 
guish those who had received training in the 
various branches of medicine from those who 
were merely self-constituted specialists. 

The first specialty board was the American 
Board of Ophthalmology, founded in 1916. 


` At the Boston meeting of APA in 1933, the 


National Committee for Mental Hygiene and 
APA’s officers began to set standards for 
“alienists.” Dr. James V. May, in his presi- 
dential address (5), stressed the protection of 
the public as the reason for the setting of stan- 
dards for alienists. The Council of APA ap- 
pointed the following Fellows of the Associ- 
ation as the Board of Examiners: Dr. 
Clarence O. Cheney, chairman; Dr. Adolf 
Meyer; Dr. William A. White; Dr. C. Macfie 
Campbell; and Dr. Franklin G. Ebaugh. 

The original examining board, as planned 
by APA, was designed to examine and certify 
only psychiatrists. Delegates were subse- 
quently sent to confer with the Section on 
Nervous and Mental Diseases of the AMA, 
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meeting in June 1933. They founc that the 
AMA section Lad formulated some plans for 
the certification of neuropsychiatrists. A com- 
mittee of the section was appointed, consist- 
ing of Drs. Walter Freeman, Lloyd Ziegler, 
Edwin G. Zabriskie, J. Allen Jackson, and 
George W. Hall. Gradually the two com- 
mittees came to recognize the common and 
logical sponsors for neurology and psy- 
chiatry. Representatives of the AMA, APA, 
and the American Neurological Association 
collaborated, with equal representation from 
psychiatry and neurology with four members 
from APA, four from the American Neuro- 
logical Association, and two psychiatrists and 
two neurologists from the Section on Nervous 
and Mental Diseases of the AMA. They 
sounded the death knell ta “neuropsychia- 
irists’” and set up separate qualifications for 
neurologists and psychiatrists, with separate 
examinations for these two specialty groups. 

On October 20, 1934, the appointees of the 
three sponsoring associations met at the Ho- 
tel Commodore in New York City, with Dr. 
Adolf Meyer acting as chairman. The at- 
torney for incorporation was present and the 
Board was on its way. Dr. H. Douglas Singer 
was the first president, Dr. C. Macfie Camp- 
bell vice-president, and Dr. Walter Freeman 
secretary-treasurer. Throughout this period 
of development, emphasis was put on protect- 
ing the public and on the need for separating 
those persons who had had formal training in 
psychiatry and in neurology from those who 
were self-declared specialists. The thankless 
job that these founders had in the consoli- 
dation, the initial separation of the qualified 
from the unqualified specialists, anc the per- 
sistent urging of ever-higher standards was 
not productive of personal popularity for the 
founders. The rewards of these men were long 
hours of grueling work and sometimes per- 
sonal vilification. But they had a conviction 
that they were building constructively for the 
future of their specialties. 


Recognition of the Public Interest 


In the recounting of the history of the 
American Board of Psychiatry and Neurol- 
ogy we see that the philosophy of the Board, 
through the nearly 40 years since its founding, 
has continued to recognize the public interest 
as a prime fact. Today the Board has some 
problems, as has been pointed out by Drs. 
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Taylor and Torrey. The first problem is trying 
to define the goals of training for individual 
psychiatrists and—based on these goals—the 
content of the examinations. The rapid devel- 
opment of numerous subspecialties within the 
field has separated that body of information 
which the subspecialties now require from the 
core of knowledge that the general specialist 
in psychiatry needs. The wisdom to declare 
how psvchiatrists will be functioning in the 
1980s and 1990s has not declared itself with 
any unanimity. 

As can be seen, the role of the examination 
historically has been as a strictly voluntary 
proposition, although the examination origi- 
nally was included among the prerequisites 
for membership. i in the American Psychiatric 
Association: As far as making Board exam- 
inations and the certification of specialists a 
mandatory regulation for all psychiatrists, it 
seems abundantly clear to those in the area of 
civil liberties that the individual rights of citi- 
zens and physicians, as well as the right of the 
individual states to grant licensure for prac- 
tice, would stand in the way. This does not 
limit the rights of medical specialists to advo- 
cate to the various state legislatures the li- 
censing of specialists. 

In regard to the statement that the most 
highly qualified psychiatrists are dealing with 
the least sick, APA’s manpower studies refute 
this thesis adequately. Ambulatory schiz- 
ophrenic patients are not less sick than state 
hospital patients. Anyone who has been in 
private practice or community or state-fi- 
nanced clinics in an urban area (where most 


persons now reside) is aware of the large 


number of borderline patients and extremely 
sick neurotics as well as ambulatory psy- 
chotic patients who are undergoing outpa- 
tient psychiatric treatment. The Medical 
Director's office of APA recently surveyed a 
wide range of training programs—several 
universities in the South, a state hospital in 
Oklahoma, a major mental health center in a 
northern New England urban area, the unique 
Menninger School of Psychiatry, the state- 


supported New York State Psychiatric Insti-- 


tute, and the University of Colorado—all of 
which train large numbers of residents. 

It was a pleasant surprise to find that the 
percentage of graduates in solo private prac- 
tice was extremely low. Curiously’ enough, 
in this survey, it was the state hospital that 
turned u> the largest number of graduates in 
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solo private practice, Because this was a non- 
random sample the survey has limited value, 
but it is the only one in existence that shows 
where recent graduates whose training has 
been federally financed are practicing. A 
large percentage of residents who completed 
their training in the past five years spend part 
of their time in public service; a much smaller 
‚percentage are in solo private practice. It is 
clear that the graduates from the largest 
residency training programs turning out the 
most graduates during the past five years are 
dealing with the sickest part of the psychi- 
atric patient group in the public sector. 


Recertification 


Recertification has begun; it is now the rule 
in one certifying board and relicensure is now 
required by law in two states. Some medical 
societies have rules that are requiring post- 
graduate education. Most of the self-eval- 
uation examination projects of the various 
specialty societies are forerunners of an even- 
tual program of recertification similar to the 
one adopted by the American Board of Fam- 
ily Practice. What form this recertification 
will take has not yet been divined, but the 
American Board of Family Practice has a re- 
search project under way to define what part 
will be an examination of the physician’s 
medical records, what part will-consist of a 
site visit to the physician’s office*to observe 
his practices, what part will be a supervised 
clinical examination of patients; and what 
part will be an examination of knowledge of 
recent developments in the specialty field. 
Certainly, with the development of the con- 
sole-type, computer-based, problem-solving, 
patient management kind of question, which 
has been under study by the American Board 
of Internal Medicine and the American 
Board of Pediatrics, we will soon have avail- 
able to the various boards the technology as 
well as the expertise to evaluate services. 

Several of the medical specialty boards are 
trying to devise mechanisms for coordinating 
evaluation research related to physician com- 
petence and performance. It is necessary: 1) 
to detine the areas in which research and eval- 
uation techniques might lead to more valid 
and reliable measurements of both episodic 
and day-to-day physician performance; 2) to 
share information concerning present and fu- 
ture research activities of individual organiza- 
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tions; 3) to define those research areas in 


. which cooperative efforts might be especially 


productive; and 4) to propose a mechanism 
through which such cooperative efforts might 
be carried out. The exchange of information 
on current research projects of specialty 
boards, as well as- those being developed by 
groups outside the boards, needs to be- for- 
malized. Deficiencies in the present evaluation 
instruments now being used to make deci- 
sions about the -physician’s competence and 
performance underscore the need for develop- 
ing’ a new organizational relationship among 
various boards to facilitate the search for new 
methods to evaluate physician competence. 
Some of the specific objectives require an un- 
derstanding of the test item banks now in ex- 
istence in computers, as well as the develop- 
ment of pretesting populations at different 


_ levels of the educational continuum, the de- 


velopment of cognitive psychometric and atti- 
tudinal criteria as well as the creation of non- 
cognitive measurement instruments, and the 
development of computer simulation models 
and human simulation models. 

It is clear that many members of the medi- 
cal profession. are becoming increasingly 
aware of the need to develop better methods 
of evaluating whether or not psychiatrists and 
other physicians are competent and whether 
or not physicians perform adequately in the 
delivery of health care services. Specialty 
boards have begun inviting members of other 
specialties.as well as consumers to board ex- 
aminations. The American Board of Psy- 


chiatry and Neurology has had neurologists 


observing psychiatric examinations and is 
now inviting pediatricians and family practi- 
tioners as well as other specialists'to observe 
the examinations. It is hoped that in the not 
too distant future representatives of con- 
sumer groups will also be invited to partici- 
pate in observing the examination procedures. 


Overtraining of Psychiatrists? 


- Whether or not psychiatrists are being 
Overtrained is a value judgment. It is essen- 
tially clear that many other professionals and 
paraprofessionals are competent to assist psy- 
chiatrists and other physicians in delivering 
some psychiatric services. Whether or not 
such individuals will ever diminish the need 
for a larger cadre of professionally trained, 
medically graduated psychiatrists in the im- 
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mediate future is beyond my wisdom, but it is 
clear that within the present three-year period 
it is impossible for many persons to obtain the 
depth and breadth of training they desire. 
Presumably for this and for personal reasons, 
many graduating residents continue some 
form of training beyond the three years. 

The Residency Review Committee, a joint 
group of the American Board of Psychiatry 
and Neurology and the AMA’s Division of 
Graduate Medical Education, needs improve- 
ment. At the rext meeting of the Residency 
Review Committee a proposal will bə dis- 
cussed concerning the institution cf site vis- 
itor teams of psychiatrists to examine train- 
ing programs. It is clear that the evaluation of 
training programs needs to be revised. Eval- 
uation by a team of qualified specialists is es- 


-sential, as is careful interviewing of the teach- 


ers and the trainees as well as careful scrutiny 
of the curricula and dossiers of each trainee. 

It has been stated that the present Board 
does not allow for experimentation. Numer- 
ous programs of experimentation with the- 
psychiatric internship, the shortening of resi- 
dency training, and the combinaticn of cer- 
tain aspects of residency training in medical 
schools are occurring in a number of medical 
schools and residency training programs in 
psychiatry. The American Board ‘of Psy- 
chiatry and Neurology has a long-range plan- 
ning committee. This group, headed by Dr. 
Milton Greenblatt and composed of psy- 
chiatrists and neurologists, is proposing and 
is investigating the continuing change in edu- 
cational patterns as well as evaluating physi- 
cian performance to include the trainees from 
experimental programs. Pictorial material 
has already been introduced into the exami- 
nation, patient management problems are 
being introduced, and the examination zom- 
mittee of the Board is now considering the 


use of standardized videotapes. 
The selection of psychiatrists to serve on 


the American Board of Psychiatry end Neu- 
rology is essentially a function of APA and 
the Section on Psychiatry of the AMA. The 
AMA section receives nominations from 
APA before electing its nominees. In the 
past, various segments of the psychiatric com- 
munity as well as different geographic regions 
have been represented on the Board. A com- 
missioner of mental health (formerly a state 
hospital superintendent), an educator now 
coordinating psychiatric programs for the 
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Western Interstate Commission on Higher 
Education, a leader in general hospital psy- 
chiatry, a private mental hospital psychiatrist, 
and, until recently, a state psychiatric re- 
search and clinical administrator and a black 
academic psychiatric educator have been 
serving. Private practice has not been ade- 
quately represented insofar as the solo prac- 
titioner 1s concerned; perhaps the large time 
commitment required of one who serves on 
the Board is one reason for this. 

Efforts have been made repeatedly to en- 
large the Board’s membership, but these have 
not beer successful. However, training pro- 
gram directors, psychiatric educators and 
teachers, and representatives of other profes- 
sional disciplines have provided questions and 
consultations to the Board. The Board con- 
tracts with the National Board óf Medical 
Examiners for assistance in the construction 
of examinations. The examination is divided 
into 11 or 12 currently pertinent areas of 
knowlege considered essential to general psy- 
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chiatrists. Training program directors have 
been advised in the “Guidelines for Psychiat- 
ric Residency Training” of the areas in which 
training is presently required. The guidelines 
are revised every two or three years, and at- 
tempts are made to keep the training curric- 
ula as well as the examination current with 
the needs of the various professionals in the 
several echelons of the psychiatric care deliv- 
ery systems. 
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Group Drinking During Stress: Effects on Drinking 
Behavior, Affect, and Psychopathology 


BY LAWRENCE R. ALLMAN, PH.D., H. AUGUSTUS TAYLOR, PH.D., 
AND PETER E. NATHAN, PH.D. 


Three chronic alcoholics took part in a 32- 
day study in which relationships between ex- 
perimentally imposed stress and alcohol con- 
sumption, mood, and psychopathology were 
explored. Subjects drank most when stress 
and socialization periods coincided; they 
drank least when stress and periods of isola- 
tion occurred together. Stress produced sig- 
nificant increases in tension, depression, and 
anger, while alcohol independently increased 
prevailing levels of depression and anxiety. 
The relevance of these findings to questions of 
etiology and treatment is discussed. 


HE ALCOHOLISM literature contains a va- 

riety of reports relating drinking behav- 
ior to psychosocial influences. Many chronic 
alcoholics themselves trace their alcoholism 
to the “social pressure” that they see coming 
from wife, parent, boss, or friend. Up to this 
time, however, most research on the influence 
of psychosocial factors on the etiology of al- 
coholism and continued drinking by alcohol- 
ics has been relatively uncontrolled and 
largely anecdotal. This has come about 
partly because, until recently, alcohol re- 
searchers have not chosen to employ alcohol 
as an experimental drug in the laboratory, de- 
spite the fact that its use in this context per- 
mits controlled investigation of the behav- 
ioral concomitants of prolonged drinking, a 
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research capability impossible undez the tra- 
ditional naturalistic paradigm. 

Within the last few years, two groups of re- 
searchers have studied the acute and chronic 
drinking behavior of alcoholics within the 
controlled laboratory setting. Although this 
has not always been their primary aim, Men- 
delson, Mello, and co-workers (1-4) and Na- 
than and his co-workers (5-7) have reported 
on interesting relationships between psycho- 
social factors and parameters of drinking be- 
havior. Both groups have demonstrated, for 
example, that certain concomitants of chronic 
drinking—including the increase in prevailing 
levels of depression and anxiety that often oc- 
curs shortly after drinking has begun and the 
“cyclical” pattern of alcohol ingestion that 
commonly accompanies prolonged drinking 
by alcoholics—appear to be relatively im- 
pervious to psychosocial influence (1, 5). They 
have also identified other behaviors that ac- 
company prolonged drinking, which do ap- 
pear to be sensitive to the interpersonal cli- 
mate of the group drinking situation in that 
they covary with group phenomena in pre- 
dictable ways. 

For example, Mendelson, Mello, and co- 
workers have defined some of the conditions 
under which group interaction facilitates 
“spree? drinking (2), risk-taking behavior 
during drinking (3), and the emergence and/ 
or suppression of psychopathology during 
prolonged drinking (8). Nathan and co-work- 
ers have described some of the interpersonal 
variables that determine choice of isolated or 
social drinking (6) and contribute to differ- 
ences in drinking behavior, affect, and social 
behavior between alcoholics and nonalcohol- 
ics (7). 

Both groups of researchers have also begun 
to systematically vary certain components of 
the interpersonal situation itself in an effort to 
focus more directly on psychosocial variables 
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(in contrast to earlier efforts, in which these 
variables were incidental to the research). 
Thus Mendelson’s group has reported on the 
drinking behavior of a father-son team (9) 
and a simulated “‘bottle gang” (1), while 
` Goldman and co-workers (10) have examined 
some of the social influence factors that are 
associated with group decisions to initiate, 
maintain, and terminate prolonged drinking 
within an experimental drinking paradigm. 
The study on which the present paper reports 
represents a further effort to delineate rela- 
tionships among psychosocial factors and 
drinking behavior in chronic alcoholic sub- 
jects. 

Our decision to vary levels of interpersonal 
stress experimentally in this research in order 
to study its role as a central psychosocial in- 
fluence agent during prolonged group drink- 
ing by alcoholics was made for a number of 
reasons. The first was our belief in the central- 
ity of the common view that alcoholics are es- 
pecially sensitive to the effects of inter- 
personal stress and that it therefore plays a 
major role in their alcoholism. Naturalistic 
research that touched tangentially on the role 
of stress in drinking by alcoholics seems to 
support this common view (11, 12). We were 
also struck by the Mendelson group’s find- 
ing (1), in a study of group process among 
drinking alcoholics, that alcoholic subjects 
stopped drinking following a naturally oc- 
curring interpersonal stress event, and by 
Coopersmith’s demonstration in 1964 (13) 
that alcoholics showed heightened arousal to 
affective communication—arousal that was 
subsequently lowered by self-administered al- 
cohol. Coopersmith and Woodrow (14) sub- 
sequently showed that alcoholics demonstrate 
heightened arousal only to specific affective 
situations and that their general reactivity 
levels are no higher than those of nonalcohol- 
ics, concluding thereby that a relationship be- 
tween stress and alcohol consumption does 
cohere in the chronic alcoholic. 

We are also impressed by a number of 
coherent theories of alcoholism etiology that 
accord stress a central role. For example, ac- 
cording to Lazarus (15), whose theory of al- 
coholism appears to be especially well artic- 
ulated, stress is at the core of alcoholism. 
Lazarus assumed that the alcoholic develops 
a conditioned association between stress and 
drinking, a “‘reflex’’ strengthened by the vari- 
ety of social reinforcers attendant upon group 
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drinking (including a sense of acceptance by 
and recognition from alcoholic peers, depen- 
dence on the group as an antidote to boredom 
and loneliness, and involvement in group 
drinking as “social exoneration”). Thus Laz- 
arus saw both alcohol and the group as induc- 
ers of and means of escape from stress—alto- 
gether a complex and vicious cycle. 


Method 
The Subjects 


Three white male subjects volunteered for 
this research. They had all been “‘therapeutic 
failures” at the Alcohol Treatment Unit of 
the Veterans Administration. Hospital at 
Lyons, N.J. All met the following selection 
criteria: 1) a drinking history that extended 
for more than five years and was character- 
ized by prolonged episodes of spree drinking; 
2) no history of neurological disease (includ- 
ing seizures) or of psychosis, hepatitis, or pul- 
monary, renal, cardiac, gastrointestinal, gen- 
itourinary, or metabolic disorders; 3) no 
ingestion of alcohol within two weeks of the 
beginning of the study; 4) no history of drug 
addiction; 5) no current medical treatment; 6) 
a positive history of alcohol withdrawal 
symptoms; and 7) absence of an expressed de- 
sire to stop drinking. 

Demographic and drinking history data on 
each subject are shown in table 1. These data 
indicate that all subjects conformed to the 
Jellinek classification of “gamma” alcohol- 
ic (16). 


The Setting 


This research was undertaken at the Alco- 
hol Behavior Research Laboratory (ABRL) 
of Rutgers University. The subject area of the 
ABRL contained four individual bedrooms, a 
dayroom, and a bar area. All bedrooms were 
monitored continuously by closed circuit tele- 
vision, and the dayroom and bar areas were 
under direct surveillance from an observation 
room via one-way windows. The bar was 
“tended”? four hours a day—between 8 p.m. 
and midnight—by a male research assistant. 
Each bedroom was equipped with an individ- 
ual ‘operant console from which patients 
earned points and obtained alcohol. Each 
console, consisting of a wooden-framed 30- 
inch by 50-inch sheet of half-inch plastic, 
mounted a button microswitch attached to 
the console by a six-foot cable. Pressing the 
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TABLE 1 
Description of Subjects’ Sociocultural Background and Drinking History 
DURATION PAST 
MARITAL EDUCATION OF ALCOHOLISM WITHDRAWAL. 
SUBJECT AGE STATUS {GRADE} RELIGION OCCUPATION IYEARS) SYMFTOMS 
1 - 46 Divorced 8 Catholic Cook 25 Blackouts and 
: tremors 
2 46 Single 11 Protestant Mechanic 15 Blacko ts 
3 46 Separated 8 Protestant Butcher 15 Blackouts 


button microswitch repeatedly earned “rein- 
forcement” points according to the operant 
schedule in force at the time. 

The consoles also mounted closed-circuit 
television cameras and monitors, which were 
not used in this study, along with assorted 
dials, knobs, and switches that were used to 
provide subjects additional “interface” with 
the ward environment when a particular study 
design so required. The bar, like each console, 
also contained an alcohol dispenser. Adjoin- 
ing the bar was the nurse’s station, to which 
patients were brought for blood alcohol level 
tests and for medical attention during this 
study. 


Procedure 


This study lasted 32 days. It was divided 
into three major segments: a four-day pre- 
drinking period, a 20-day drinking period, 
and an eight-day postdrinking period. These 
three major periods were further divided into 
alternating ‘two-day periods of socialization 
and isolation. 

Socialization and isolation periods were de- 
fined by where beverage alcohol could be ob- 
tained and how reinforcement points for alco- 
aol could be earned. During isolation, 
subjects worked at their operant consoles for 
points. Because they were restricted to their 
rooms during this time, they could only drink 
alone. During socialization, when subjects 
had free access to the dayroom and bar areas, 
alcohol was available only at the bar and 
points could be earned only via social inter- 
action with other subjects. 

Subjects could earn points either by social 
interaction or by operant responding during 
the predrinking period, depending on which 
socialization condition was in force at the 
time. No alcohol was available during pre- 
drinking, although points could buy “relief 
from isolation” when isolation was pro- 
grammed (i.e., subjects could “buy” their way 
out of their rooms during isolation, at the rate 
cf 50 points for 15 minutes in the dayroom or 
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bar areas). Subjects also earned points by 
both means during the drinking period. They 
could spend them during this period both for 
beverage alcohol and for “relief from isola- 
tion.” During the postdrinking withdrawal 
period that concluded the study, as during 
predrinking, points bought “relief from isola- 
tion” but not alcohol. 

Since group behavior during drinking was 
under investigation, a group stressor (defined 
as a stress imposed on all group members 
equally by virtue of their group membership) 
was imposed on the group at three discrete 
points during the research. To maximize the 
impact of the group stressor, subjects were 
told before the study began that their points 
would be added together and divided by three 
several times every day. As a consequence, 
subjects quickly came to realize that the num- 
ber of points available to any of them at any 
given time depended on the cumulative 
“work” of all subjects. Subjects were also 
told that if group point totals reached and 
maintained an unspecified level by the end of 
the study, each would receive a cash tonus. 

Two stress periods, each lasting four days, 
were programmed during drinking. They 
were separated from each other by a single 
four-day nonstress period. Four-day non- 
stress periods also began and concluded the 
drinking period. Another four-day stress pe- 
riod concluded the study. During the stress 
periods, subjects were told at systernatic in- 
tervals that their point-earning performance 
had deteriorated and that, at the rate they 
were currently earning points, they would nei- 
ther be able to continue their drinking (if the 
stress occurred during drinking) nor have ac- 
cumulated enough points for the bonus. Con- 
versely, subjects were told systematically dur- 
ing nonstress periods that they were earning 
points at an acceptable rate. 

Both stress and nonstress messages were 
communicated at the beginning of each ex- 
perimental period by the head nurse end then 
at regular intervals by the bartender. The 
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stress message was approximately: “We have 
been waizhing all of you carefully during the 
last several days and we are very disappointed 
with your performance. You have not been 
earning enough points either at your console 
or in social interaction. At the rate that you 
guys are going, you will not be able to keep 
drinking. You probably won't even have 
enough points for the bonus.” The nonstress 
message was: “You are (now) doing well and 
the group is (again) working efficiently as a 
team with equal productivity. You are on 
your way to earning the bonus.” 


Operan: Data 


Subjects earned points during periods of 
isolation by pressing the button microswitch 
attached to the operant console according to 
a predetermined operant schedule. The sched- 
ule employed was FR 60 (60 consecutive but- 
ton presses yielded one reinforcement point). 
In turn, 50 points were required to purchase 
one ounce of beverage alcohol or 15 minutes 
of “relief from isolation.” This ratio of work 
to beverage alcohol was chosen because it ap- 
proximetes the amount of manual labor re- 
quired “on the outside” to earn sufficient 
money to purchase equivalent quantities of 
beverag2 alcohol. The consoles continuously 
displayed all points given via individual elec- 
tronic alpha-numeric displays (essentially 
miniature neon tubes shaped as arabic num- 
bers). A computer (described below) averaged 
all poinz totals every 60 minutes. 

Subjects were told that they could earn 
points during socialization periods by engag- 


ing in social interaction, at the rate of 20 


points for 25 minutes of continuous social in- 
teracticn with one other subject or for 15 min- 
utes spent with both other subjects. Subjects 
were instructed to press a button on the day- 
room wall at the beginning of each social in- 
teraction period to “signal”? the computer of 
their intention to socialize. The button was, in 
fact, nonfunctional since points were actually 
given according to a predetermined plan de- 
signed to heighten the effectiveness of the 
stresscz. To this end, subjects received one- 
third more points during nonstress than dur- 
ing stress periods. i 
The individual operant consoles dispensed 
alcoho: during isolation, while the group dis- 
penser dispensed alcohol at the bar during so- 
cializazion. Both dispensers gave the same 
amount of alcohol for the same number of 
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points—30 cc. of 86-proof blended whiskey 
for 50 points. In order to limit alcohol con- 
sumption to an amount approximately 
equivalent to consumption “on the street” — 
and to ensure against excessive consump- 
tion—the computer (a Digital Equipment 
Corp.. PDP8/L) monitored purchases of 
drinks in conjunction with a “real-time” 
clock. These resultant computer-derived BAL 
readings were “updated” with periodic 
Breathalyzer readings that established each 
subject’s alcohol metabolism constant. As a 
result, it became possible shortly after drink- 
ing began to estimate very accurately by com- 
puter each subject’s blood alcohol level at any 
given moment. When a subject reached his 
preestablished blood alcohol level limit (usu- 
ally 280 mg./100 ml.), the computer de-ener- 
gized his drink dispenser, re-energizing it only 
after enough time had passed to enable his 
blood alcohol level to return to acceptable 
levels. A small red light mounted on each con- 
sole signaled the temporary deactivation of 
the drink dispenser. 


Observational Instruments 


A variety of observational instruments, 
some especially designed for these studies, re- 
corded data on behavior not amenable to di- 
rect operant recording. The Mood Adjective 
Checklist (MACL), an instrument derived 
from a standard psychological technique (17) 
and consisting of a set of Q-sort cards on 
which are typed adjectives descriptive of a va- 
riety of mood states, was used to assess seven 
self-reported mood state factors: Anxiety- 
Tension, Depression-Dejection, Confusion, 
Vigor-Activity, Anger-Hostility, Friendliness, 
and Fatigue-Inertia. The MACL was admin- 
istered twice daily and provided subjective 
measures of each subject’s affective response 
to differing blood alcohol levels, to the two so- 
cial interaction conditions, and to the group 
stressor. The Wittenborn Psychiatric Rating 
Scales (WPRS) were administered at the 
same time each day by an advanced graduate 
student in clinical psychology. The WPRS, a 
reliable index of the kind and severity of vari- 
ous forms of psychopathological devia- 
tion (18, 19), consists of 72 scales, each of 
which taps a particular nuance of psycho- 
pathology. The measure provides cluster 
scores, derived from factor-analytic studies, 
that describe 12 general symptom patterns. 
The 12 labeled clusters are Anxiety, Hys- 
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* Subjects worked at high operant rates to earn points during 
predrinking. then stopped responding altogether during the 
first days of drinking. 


** Subjects spent approximately equivalent amounts of points for 


alcohol through the entire drinking period. 
=** Only two subjects resumed earning points during the post- 
drinking period. 


terical Conversion, Manic State, Depressive 
Total, Schizophrenic, Psychotic Belligerence, 
Paranoia, Hebephrenia, Obsessive-Compul- 
sive, Intellectual Impairment, Homosexual- 
_ ity, and Ideas of Grandeur. A ward socio- 
gram, which was completed hourly, was 
designed to reflect simply the physical dis- 
tance separating one subject from another at 
the time of the sociogram’s administration. A 
behavior checklist, created like the ward 
sociogram especially for this research, was 
also given hourly. It recorded the behaviors in 
which each subject was engaged at a-certain 
time, along with where he engaged in them. 
These measures were administered by ad- 
vanced graduate psychology students and 
nurses. Detailed nursing notes were also kept; 
they provided depth and dimension to the 
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more objective data gathered by the measures 
detailed above. 
In addition to these observational mea- 


- sures, two sets of group process scales were 


administered several times a day. Data from 
these measures are reported elsewhere (20). 


Physical and Physiological Measures — 


Blood alcohol level (BAL) readings, mea- 
sured via the Breathalyzer (Model 900, Ste- 
venson Corp., Red Bank, N.J.), were taken 
three times a day. They were used to “‘up- 
date” computer-derived levels. In addition, 
all BAL levels given in this paper were ob- 
tained by the Breathalyzer. Vital signs were 
taken three times a day, both to ensure zach 
subject’s physical health and to enable investi- 
gation of their possible covariation with the 
experimental procedures. An 18-item Physi- 
cal Checklist (PCL), in Q-sort form, was also 
completed by each patient once a day 
throughout the course of the study. It mea- 
sured the number and kind of physical com- 
plaints offered by each subject. Independent 
completion of the PCL by nursing personnel 
permitted objective comparison of subjects’ 
and nurses’ sortings. For fine-grained analy- 
sis, the PCL grcups physical complaints into 
four separate categories: 1) complaints of gas- 
trointestinal difficulties, 2) physical symp- 
toms directly attributable to alcohol not sub- 
sumed within the other three groups, 3) 
temperature and metabolic irregularities, and 
4) general systemic complaints exc.usive of 
temperature abnormalities. 


Results 


Operant Behavicr 


Figure | shows each subject’s operant re- 
sponse rates and rates of points spent. All 
subjects worked at high operant levels during 
predrinking, then stopped responding as soon 
as alcohol became available. Subjects number 
l and number 3 both resumed worxing for 
reinforcement points at high rates during the 
final days of drinking. No systematic rela- 
tionship between points earned or spent and 
the imposition of stress can be observed. Dur- 
ing postdrinking, subjects number | aad num- 
ber 3 again earned points at high rates. 


Drinking Behavior 


Figure | indicates that subjects spent ap- 
proximately 500 points a day for beverage al- 
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FIGURE 2 
Range and Variability of Subjects’ Blood Alcohol Levels 
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* All subjects peaked at levels beyond 200 mg./100 mi. during the first two days of drinking. Subjects 1 and 2 reached highest BAL levels 
during socialization/stress and lowest levels during isolation/stress. Subject 3 attained highest BAL levels during socialization periods and 
lowest levels during isolation: he thus failed to show the effect of stress shown by subjects 1 and 2. 


cohol through the drinking period; subjects 
showed striking uniformity in this regard. 
Figure 2 indicates the range and variability of 
blood alcohol levels attained by all three sub- 
jects. As soon as alcohol became available, all 
subjects went on a drinking spree, a fact re- 
flected by their extremely high BAL during 
the first few days of drinking. Spree drinking 
behavior by alcoholics during the early days 
of a drinking episode has been observed both 
in real life and in the context of previous labo- 
ratory research (5). 

The BAL readings reflect both stress and 
social interaction effects. The average BAL of 
all three subjects was highest during the so- 
cialization periods. During the first stress 
period, two subjects maintained and one 
reattained high BAL readings during so- 
cialization and then, as soon as isolation/ 
stréss was imposed, lowered their rates of 
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drinking dramatically. All subjects stopped 
drinking for a time during this first isolation/ 
stress period. Subjects | and 2 then continued 
to drink at low levels until the beginning of 
the second socialization/stress condition, 
when they again drank heavily. All three sub- 
jects peaked above 200 mg./100 ml. during 
the second socialization/stress period; on en- 
tering isolation /stress, all three again sharply 
reduced their drinking. Subjects | and 3 drank 
at reduced rates to the end of the drinking pe- 
riod; subject 2 maintained high BALs to that 
point. Superimposed on subject 3’s BAL vari- 
ability was an isolation effect, which was 
largely responsible for the apparent stress ef- 
feci. Figure 2 shows that this subject sharply 
reduced his drinking shortly after every isola- 
tion period began and just as sharply in- 
creased his drinking on entering the social- 
ization condition. As a result, one must 
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conclude that this subject did not share the 
apparent sensitivity of the BAL of subjects | 
and 2 both to stress and socialization but that 
instead, his drinking behavior reflected only 
the socialization variable. 


Affective Behavior, 
and Psychopathology 


MACL data gathered throughout the study 
indicated that a marked change in subject 1°s 
mood, a moderate change- in subject 2’s 
mood, and a minimal change in subject 3’s 
mood occurred during the first stress period. 
The subjects reported, to varying degrees, in- 
creased levels of depression, tension, fatigue, 
and confusion, and decreased levels of vigor. 
The isolation/stress condition seemed to ac- 
celerate changes that began after social- 
ization/stress was imposed. The second 
drinking/stress period yielded similar changes 
in mood that were, however, of lesser 
magnitude. Comparable mood changes were 
not observed during nonstress/drinking peri- 
ods. During the postdrinking/stress period, 
all three subjects reported an increase in ten- 


Physical Symptoms, 


sion, anger, and depression; two of the three 


also perceived a decrease in vigor. Equivalent 
mood changes were not apparent during the 
nondrinking/nonstress period. 

PCL data were very much like the MACL 
data in that during stress periods, especially 
during isolation/stress, subject 1 complained 
much more, subject 2 complained somewhat 
more, and subject 3 complained only a little 
more. 

Repeated measures and analysis of vari- 
ance statistics were used to analyze the 
WPRS data. They revealed that onset of 
drinking had a marked impact on appearance 
cf psychopathological behavior. Five sub- 
scales of the WPRS reflected a significant in- 
crease in psychopathology as a function of 
Crinking: Anxiety (F=6.41, p<.05); Mania 
(F=6.63, p<.05); Depression (F=8.29, 
p<.05); Schizophrenic Excitement (F= 
14.91, p < .01); and Intellectual Impairment 
(F=8.31, p<.05). These data support earlier 
data from this laboratory (7). Stress, how- 
ever, failed to have a statistically significant 
effect on psychopathology. 


Group Interaction 


Although the several experimental vari- 
ebles employed in this research had a suff- 
ciently complex effect on patterns of group in- 
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teraction to justify a separate report (20), it is 
useful to summarize a portion of these find- 
ings here because they complement the results 
given above. In brief, stress appeared to exert 
an effect on group interaction strikingly like 
its effect on drinking behavior, mood, and 
physical complaints. The onset of the first 
stress condition increased group interaction 
and involvement for a short time, during 
which subjects attempted to generate group ` 
enthusiasm for efforts to improve point-zarn- 
ing behavior. Shortly thereafter, however, 
when point-earning performance did not im- 
prove, subjects became less involved in the 
group process than they had been before 
stress was imposed. They withdrew to their 
rooms, even when the socialization condition 
was programmed, They drank together at the 


‘bar much less often than they had before and, 


when they did do so, their interaction often 


‘became quickly tinged with anger. 


When the second nonstress period began, 
group involvement returned to “‘baseline’— 
the level of interaction that had characterized 
predrinking and the first nonstress drinking 
period. When the second stress period began, 
however, group behavior much like that 
shown during the first stress period was again 
observed, except that the immediate increase 
in group interaction was of shorter duration 
and the subsequent increase in group with- - 
drawal lasted longer. Group behavior during 
the final drinking nonstress period again re- 
turned to increased baseline levels of inter- 
action. 


Discussion 


Limits on Generalizability 


Although the behavior of only three sub- 
jects was examined in this study, the fact that 
a number of its findings support those from 
studies carried out elsewhere encourages us to 
accept their general significance. For ex- 
ample, the overall pattern of drinking shown 
by our subjects—a weeklong spree followed 
by a more prolonged period of maintenance 
drinking-—corresponds in large measure to 
the pattern shown by other chronic skid-row 
alcoholics on the street (21, 22) and in the lab- 
oratory (2, 5). In addition, all three subjects, 
like those in previous empirical stud- 
ies (1, 6, 23), reported an increase in prevail- 
ing levels of anxiety and depression shartly 
after they began to drink heavily. They also 
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tended to become more and more isolated in- 
terperscnally as drinking continued, another 
finding consonant with previous re- 
search (3, 7, 22). Given these data, it seems 
reasonable to view this laboratory setting as 
analogous to other alcoholic milieus in many 
imporiant essentials (if not entirely in hygiene 
and decor). 

It should also be noted that the group stres- 
sor employed in this research—social dis- 
approval communicated as a threat to the 
subjects’ continued supply of alcohol—repre- 
sents only one of many potential sources of 
stress for the chronic alcoholic. Further re- 
search with alcoholics might well focus on the 
differential effects of other stressors on con- 
sequent drinking behavior. Thus the effects of 
environmental as well as psychological stress 
{e.g., progressively ‘more costly alcohol, un- 
comfortable and/or variable temperatures, 
insufficient or unpalatable food) ought to be 
explored in order to generate additional data 
relating stress to drinking that might further 
bridge the gap between laboratory and field 
reports. 


Stress and the Individual 


Superimposed on the cyclical pattern of 
drinking we have come to expect from sub- 
jects in these studies was a marked stress ef- 
fect that was potentiated by concurrent isola- 
tion. It manifested itself in diverse ways: 
Subjects showed peak BAL readings during 
socialization/stress periods and lowest BAL 
readings during isolation/stress. They re- 
ported an increase in tension, fatigue, confu- 
sion, and depression and a decrease in vigor 
during stress periods; these changes in mood 
were most pronounced during isolation/ 
stress. Subjects reported more somatic com- 
plaints during stress than nonstress periods, 
and more during tsolation/stress than social- 
ization/stress. Group interaction during 
stress increased as soon as stress was im- 
posed, then decreased when it became appar- 
ent that point-earning behavior was not in- 
creasing despite group exhortation. 

Beicre dealing with the complex issue of in- 
teractions among stress, drinking behavior, 
mood, and social behavior, we must consider 
a curious anomaly in our data. Despite the 
fact that all subjects showed the effects of 
stress, isolation, or both on BAL readings, 
none showed equivalent effects on point- 
spending behavior, even though point spend- 
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ing and BAL ought to have been closely re- 
lated. That is, although subjects drank more 
during socialization periods, especially social- 
ization/stress periods, they purchased ap- 
proximately equal amounts of beverage alco- 
hol across all experimental periods. For 
example, although subject 2 purchased no 
more alcohol on days 6 and 7 than on days 13 
and 14, his BAL on days 6 and 7 averaged 
over 200 mg./100 ml., while his BAL on 
days 13 and 14 averaged approximately 50 
mg./100 ml. Three distinct behavioral ob- 
servations explain this paradox: 1) subjects 
“hoarded” beverage alcohol purchased dur- 
ing isolation, which they later drank during 
socialization, especially socialization/stress 
periods; 2) subjects shared, spilled, and 
occasionally threw away alcohol during 
nonstress periods; and 3) subjects drank 
in more concentrated fashion when the bar 
was “open”? during socialization, especially 
in socialization/stress periods, and they 
spaced their fewer drinks throughout the 
day during periods of isolation. 

Though these observations explain the dif- 
ferences in BAL over different study periods, 
we must still try to understand our subjects’ 
decisions to purchase béverage alcohol they 
did not drink, especially during isolation/ 
stress. We think the most parsimonious way 
to do so is to view this behavior as a learnéd 
response. That is, our subjects may well have 
learned to purchase alcohol in the midst of 


prolonged drinking episodes irrespective of 


their immediate desire to drink it. Alcoholics 
report in clinical interviews the prepotent 
need to have a ready and secure supply of al- 
cohol during a spree, even though they may 
have temporarily stopped drinking in the 
midst of one. Hence it appears that at least 
two schedules of reinforcement might be in- 
volved in chronic drinking—an acquiring 
schedule and a consuming schedule. This con- 
clusion accords with Keehn’s view (24) that 
alcoholism is controlled by multiple schedules 
of reinforcement, so that in order to treat the 
alcoholic successfully, one must discover the 
various schedules of reinforcement that main- 
tain his behavior. Behavioral treatment pro- 
grams fall short, Keehn felt, when they try 
only to terminate drinking without confront- 
ing the other elements of the drinking situ- 
ation that reinforce the alcoholic. In the situ- 
ation of our study, for example, efforts to 
extinguish our subjects’ drinking would have 
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failed if the alcohol-acquisitive behavior, 
which seemed to function in large part inde- 
pendently of drinking behavior, -had been ig- 
nored. 


Stress and the Group 


The complex relationship that emerged in 
this study linking social interaction, stress, 
mood, and drinking behavior sheds some light 
on the conflicting findings of Mendelson and 
Mello (4) and Nathan and his co-work- 


` ers (5)—a conflict similarly unresolved within 


the broader alcoholism literature—as to 
whether the skid-row alcoholic is primarily a 
social drinker or an isolated drinker. 

Data from the present research indicate, to 
begin with, that the stress condition we im- 
posed had a differential effect on the behavior 
of our three subjects. Stress had its most 
marked effect on subject 1, whose drinking 
behavior, mood, group behavior, and fre- 
quency of physical complaints changed 
markedly with the onset of stress. Stress had 
a moderate effect on these indices of subject 
Zs behavior, while it seemed to have little or 
no effect on subject 3’s drinking behavior and 
had minimal effect on his mood and involve- 
ment with the group. Superimposed on these 
stress effects were the effects of isolation, in 
response to which subjects also differed 
markedly. Thus subject 3 showed a pro- 
nounced effect of isolation in his BAL during 
both stress and nonstress periods, while sub- 
jects | and 2 were affected by isolation only 
when it was programmed as isolation/stress. 
The fact that drinking itself also exerted a 
pronounced overall effect on mood, group in- 
teraction, and psychopathology completes 
our portrayal of the determinants of this rela- 
tionship. 

When one attempts to bring some order to 
this welter of observations, one is forced to 
conclude that the determinants of social ver- 
sus isolated drinking probably include some 
heretofore unrecognized variables, among 
which are the amount and temporal distribu- 
tion of the drinking that is programmed, the 
individual drinking histories of the members 
of the drinking group, and each subject’s 
characteristic affective reaction to group 
drinking and group stress. Hence, we must 
conclude that attempts to rationalize the 
choice of social or isolated drinking that do 
not include consideration of these factors 
would seem, given our data, to be doomed to 
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inconclusiveness, especially when they fa_I to 
acknowledge that stress alone or isolation 
alone does not affect mood or drinking behav- 
ior to the extent that. the two together prob- 
ably do. 

We must also attempt to explain the fact 
that our subjects failed to purchase relief 
from isolation, especially during isolation/ . 
stress, even though they were most uncom- 
fortable during these times. A similar ques- 
tion might be asked of chronic alcoholics in 
the natural setting, who often say they prefer 
to drink with others but invariably report sub- 
stantial periods of isolated drinking durirg a 
spree. Our subjects based their refusal to 
spend points for relief from isolation on two 
major factors: 1) they did not wish to risk de- 
pleting their store of points before the drink- 
ing period ended; and 2) they found them- 
selves becoming increasingly irritable as 
drinking proceeded and so wished to avoid 
angry confrontations with their fellows. Simi- 
lar mechanisms may be operable on the 
street. Alcoholics report that solitary drmk- 
ing, despite its drawbacks, reduces the risk of 
arrest for public drunkenness or the thef: of 
“drinking money” or the bottle, all of which 
would necessitate their premature withdrawal 
from alcohol. Chronic alcoholics less oten 
rationalize isolated drinking as a function of 
mood changes over the course of a drinking 
episode, although one must assume that trese 
changes might also play a role on the street 
akin to the one they played in this laboratary. 


The Etiology of Alcoholism 


These data would seem to permit an em- 
pirically based reply to the several theories of 
the etiology of alcoholism that accord stress a 
central role. The findings of the present study 
suggest that a portrayal of the relationship 
between stress and drinking as a direct func- 
tion is overly simplistic. They suggest, in- 
stead, that the interpersonal stress we im- 
posed increased the rate of drinking (for zwo 
of three alcoholic subjects) during periods of 
socialization but decreased it during periods 
of isolation. These changes in drinking rate 
occurred independently of changes in mcod, 
since the rate of drinking and levels of anxiety 
and depression both increased curing socal- 
ization/stress but moved in opposite direc- 
tions during isolation/stress (when the rate of 
drinking slowed markedly and anxiety and 
depression continued to increase). The effect 
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of stress on drinking behavior thus might be 
considered a function of at least the following: 
1) whether the subject is a “stress responder” 


to 


begin with; 2) whether the stress is inter- 


personal or environmental; and 3) whether it 
is imposed in the context of social or isolated 


dri 
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Depression During Mania: Clinical Observations and 
Theoretical Implications 


BY JOEL KOTIN, M.D., AND FREDERICK K. GOODWIN, M.D. 


In the course of longitudinal studies of 
patients with manic-depressive illness, the au- 
thors regularly observed clear features of de- 
pression during periods of acute mania. The 
relationship of depression to mania in 20 hos- 
pitalized patients was systematically investi- 
gated through an analysis of nurses’ and phy- 
sicians’ behavioral ratings and notes. 
Statistically significant positive associations 
between mania and depression were found in 
the majority of cases. The psychological im- 
plications of the concurrent presence of de- 
. pression and mania are discussed. 


t 


INCE THE EARLY observations of Kraepe- 

lin (1), several studies of manic-depressive 
patients have commented on the occurrence 
of depression or depressive affect during epi- 
scdes of mania (2-4). Over the last ten years, 
more than 70 manic inpatients have been 
studied longitudinally by our research group 
at the NIMH. During this time we and our 
calleagues have repeatedly observed clear fea- 
tures of depression occurring during manic 
episodes in the majority of patients (5-7). 
These clinical observations seem to be incon- 
sistent with the standard view of mania and 
depression as “opposite” states—a view that 
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is not only expressed in virtually every text- 
book description of mania and depression, 
but is also implicit in some formulations con- 
cerning biological factors in depression and 
mania (8). 

Thus, Redlich and Freedman (9) described 
mania as “a mirror of depression ... the basic 
affect is the euphoric state of mind; in its pur- 
est form these patients feel happy, uncon- 
cerned, free of worry.” Cohen (10) noted that 
“the manic patient characteristically displays 
elation or irritability, pressure of speech, 
flight of ideas, and increased motor activity. 
The depressive patient displays the converse: 
depressed mood, mental and motor retarda- 
tion, and sometimes feelings of agitation and 
apprehension (10, p. 676). Most textbook de- 
scriptions refer to “mixed states” in which de- 
pression and mania can occur together, but 
this is generally considered unusual.’ 

The purpose of the present study was to 
conduct a more systematic investigation of 
the relation of depression to mania by analvz- 
ing ratings for mania and depression in 20 
manic patients consecutively admitted to two 
research wards at the NIMH. In addition, 
therapists’ notes, nurses’ observations, and 
patients’ quotes recorded during manic peri- 
ods were analyzed for depressive content. 


Method 


All patients had been hospitalized for 
mania or for depression on one of two met- 
abolic research units at the clinical facilities 
of the NIMH in Bethesda, Md. Prior to ad- 
Mission, patients were interviewed by two 


! Winokur and associates (11) noted that depressed pe- 


riods lasting from several minutes to several days oc- 
curred in 68 percent of 100 manic episodes observed in 
hospitalized patients; however, they distinguished these 
manic episodes from “mixed states,” which occurred in a 
minority of patients. 
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psychiatrists and a social worker and a diag- 
nosis was established at that‘time, confirmed 
by information from the family and the refer- 
ring physician, reports of previous hospi- 
talizations, and psychological testing. Any 
patient who had current symptoms or a his- 
tory suggestive of schizophrenia was excluded 
from the study. In establishing the diagnosis 
of mania or depression, we employed the cri- 
teria for primary affective disorder described 
by Winokur, Clayton, and Reich(11). If ob- 
servations during the course of hospi- 
talization (averaging four months) raised any 
questions about the initial diagnosis of affec- 
tive illness, the patient was excluded from the 
study. 

Throughout the course of hospitalization 
each patient was individually rated by a nurs- 
ing research team at least twice daily. Each 
member of the nursing team rated each 
patient from 1 to 15 on a multi-item scale de- 
signed for the evaluation of depression and 
mania (7, 12, 13). The instructions used by 
the nurses are reproduced in Appendix I. Af- 
ter the individual ratings were accomplished 
independently, the nursing team discussed 
them and a consensus rating was worked out 
for each patient on five global items: depres- 
sion, mania, anger, psychosis, and anxiety. A 
staff-patient ratio of better than 1:1 makes it 
possible to conduct intensive ratings of this 
kind. Interrater reliability has been consis- 
tently high with this rating system. Psychia- 
trists’ ratings were done independently two to 
five times per week as a check on the validity 
of the nurses’ ratings. 

Twenty patients (ten from each unit) were 
selected on the basis of having had definite ep- 
isodes of mania during their hospitalization. 
A manic episode was defined as a period of at 
least three consecutive days during which the 
consensus global rating for mania was 5 or 
greater when the day and evening ratings 
were averaged. Fifteen patients were manic 
on admission and five were depressed. This 
sample included 12 women and eight men 
with an age range from 22 to 51 (median = 42). 

Using Kendall’s tau as a measure of associ- 
ation, we analyzed the mean daily mania and 
depression ratings (the nurses’ consensus rat- 
ings) for each patient during all manic epi- 
sodes and during the entire hospital course. 
(Tau is more suitable to our data than Pear- 
son’s r since it is more accurate with small 
numbers of classes and does not assume lin- 
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earity between classes.*) We also compared 
ratings changes from day to day (increase, no 
change, or decrease) for depression and 
mania for each patient and analyzed the to- 
tals according to a chi-square distribution. Fi- 
nally, we compared the mean depression rat- 
ings during manic and nonmanic periods, 
evaluating significance by t test. 


Results 


Considering only the period of the manic 
episode, 13 of the 20 patients had significant 
positive correlations between mania and de- 
pression ratings (Kendall’s tau, p < .01). 
Only two patients had significant negative 
correlations, 

Similar findings emerge from analysis of 
the entire hospital course, which includes pe- 
riods of depression without mania for most 
patients. Thirteen patients had significant 
positive correlations; three patients had sig- 
nificant negative correlations (p < .01). 

The analysis of changes in daily ratings 
also yielded similar results. For the majority 
of patients, on any given day, mania and de- 
pression ratings were significantly more likely 
to change in the same direction than in oppo- 
site directions (p < .05 by chi square). 

For ten patients the mean depression rat- 
ing was significantly higher during the manic 
episode than during nonmanic (depressed) pe- 
riods in the hospital, while for three patients - 
the mean depression rating was significantly 
lower during the manic period (p < .05 by t 
test). 

To rule out any possible effect of drugs on 
the data, we analyzed the mania and depres- 
sion ratings during all drug-free manic peri- 
ods lasting at least 20 days. Of the nine 
patients in our sample who had such periods, 
five had significant positive correlations be- 
tween mania and depression ratings during 
these intervals (p < .01 by tau), while none 
showed a significant negative correlation. 
Thus, the presence or absence of psychoactive 
drugs did not seem to alter the relationship 
between mania and depression ratings. 

In order to evaluate the possibility that rat- 
ing styles idiosyncratic to one unit were 


? In this context, each rating value comprises a class, 
i.e., there is a theoretical total of 15 classes. In practice, 
however, the extreme ends of the rating scale tend not to 
be used; thus the number of classes is generally less than 
ten. 


Amer. J. Psychiat. 129:6, December 1972 


r- 


JOEL KOTIN AND FREDERICK K. GOODWIN 


FIGURE 1 


“No Correlation” and “Positive Correlation” in the 
Relationship Between Mania and Depression 









—--— Depression 
11 A No Correlation ae 
wn 9 
= 5h 
o 
3 
i 
11 B Positive Correlation 
N 9 EN PYA æ 
Z 7 e \ 7 NaS 
5 
3 
i eee See 
10 20 30 
DAYS 


weighting the results, the data for each unit 
were analyzed separately. Despite the fact 
that the nursing teams in the two units func- 
tion independently and receive their rating 
training from different groups of psychia- 
trists, the relationship between mania and de- 
pression ratings in the two: wards was found 
to be similar. 

Figures | and 2 illustrate some of the vari- 
cus combinations of changes in mania and dė- 
pression ratings we have observed. Part A of 
figure 1 illustrates a brief manic episode dur- 
ing a near-constant level of depression, while 
part B shows a patient with a positive correla- 
tion between mania and depression, which is 
representative of the majority of our patients. 
Figure 2 illustrates two instances of decreas- 
ing depression ratings during increasing 
mania—the “‘classical’’ inverse relationship. 
This variety of changes reflects our nursing 


staff's ability to rate each syndrome sepa- ` 


rately. 
The “feel”? of the coexisting depression and 
mania can best be communicated through ex- 


amples. The two case reports presented here. 


are illustrative. 


Case Reports 


Case 1. F is a 30-year-old unmarried Jewish 
woman referred to the NIMH because, according 
to her mother, “she was starting to become hyper- 
active,” 

The patient is the older of two daughters. When 
ske was eight and a half, her father, to whom she 
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felt close, died of a sudden coronary thrombosis in 
the patient’s presence. 

At age 13 she was admitted to a university psy- 
chiatric hospital for a behavior disorder and over 
the next three years had four more admissions, two 
for mania and two for depression. Notes fron her 
therapist at that time state: “Previously a rather 
reserved, quiet child, she began to be loud, 
inappropriate, laughing and singing, telling rather 
vulgar stories, wandering about her apariment 
house at night and, on several occasions, made 
raids on the refrigerators of nearby apartments, 
eating what she pleased without permission.” 

Over the next 14 years, the patient had approxi- 
mately six more hospitalizations at a state tospi- 
tal, each lasting two to six months. Most of tke ad- 
missions were for mania, which was usually 
followed by a period of depression. She reczived 
two courses of ECT and was treated with numer- 
ous medications, including phenothiazines and an- 
tidepressants. At the time of her admissicn to 
NIMH, the patient lived with her mother anc was 
receiving 25 mg. of amitriptyline and 2 mz. of 
diazepam three times a day. 

On admission, F appeared slightly disheveled 
and wore no makeup. She was alert and wel. ori- 
ented. She talked rapidly. Her mood was slightly 
euphoric, but she appeared somewhat anxious. Her 
affect was labile. She had some flight of ideas but 
no delusions or hallucinations. Judgment and in- 
sight were slightly impaired, but she made it clear 
that she wanted treatment with lithium and wanted 
to leave home and her mother, who she feit used 
her, preyed on her guilt, and would not let her ave 
a life of her own. Her diagnosis on admission was 
manic-depressive illness, hypomanic phase. 


FIGURE 2 


Two Examples of Negative Correlation Between 
Mania and Depression 
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FIGURE 3 
Mania and Depression Ratings During the Hospital Course of Patient F 







RATINGS 


F’s mania escalated rapidly, as the following ex- 
cerpts from the nursing notes for the first few days 
of hospitalization indicate. The behavioral ratings 
for mania and depression for the eight-hour period 
described follow each quote. 


Day 3: Increased motor activity, hyperverbal, 
loud, unable to accept limits set on her. Crying and 
showing poor impulse control; also irritable and 
depressed; said, “I just don’t have anything to live 
for anymore.” At one point, earlier in the night, 
when ske attempted to go to sleep, she told the 
nurse she tried to smother herself but “just 
couldn’t go through with it.” (mania=10, depres- 
sion = 10) 

Day 4: Has been awake and up entire night. Hy- 
perverbal, hyperactive, manipulative, threatening 
harm te self and others, talks with flight of ideas 
and with a great deal of sexual connotation. 
Screamed and yelled, becoming combative, threat- 
ening to set fire to self with her cigarettes and 
matches in effort to have her doctor come and talk 
with her. (mania= 11, depression = 10) 


A week after admission, the patient was fre- 
quently in seclusion and required one-to-one nurs- 
ing care. In the midst of severely manic behavior 
(hyperactive, hyperverbal, intrusive) she would 
talk of suicide, as illustrated in these excerpts. 


Dav 9: Demands attention and favors con- 
stantly. Placed in seclusion room for short time be- 
cause she was hitting people, lashing out at men 
today more than at women. While in seclusion she 
said, “I’m going to kill myself, and then you'll be 
sorry. ld rather be dead than crazy.” (mania=11, 
depression = 9) 

Day 10: Requiring close observation due to dis- 
ruptive, agitated behavior. Abusive language; con- 
tent oten sexual, in Yiddish, anc containing 
threats. Very demanding, attention seeking, and 
disorganized. Provocative to other patients and 
staff. Made suicide attempt while in seclusion by 
wrapping bra tightly around neck. (mania=11, 
depression = 11) 
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During the next three months, F remained man- 
ic despite intermittent treatment with a number 
of experimental therapeutic agents. Her level of 
mania fluctuated between ratings of 3 and 11, while 
her depression ratings varied from 6 to 10. The 
hignest depression ratings were those during peri- 
ods of manic escalation (see figure 3). The follow- 
ing quotations from nursing notes further illustrate 
depressive features during F’s mania. 


Day 43: Remains hyperverbal, manipulative, 
and demanding, but depicts feeling of rejection and 
hopelessness. One episode of crying, “No one 
cares about me; I have to care about myself.” 
{mania = 8, depression = 10) 

Day 74: Has been hyperverbal all evening with 
much pressure of speech. Had several angry out- 
bursts and had to be sent to her room to calm 
down. Covered her face, hair, and hands with food 
coloring. Refused her medications and was ver- 
bally abusive. Many mood changes in short period 
of time. Crying because today was the day her fa- 
ther died many years ago, and the next minute 
laughing about her mother. Was extremely de- 
manding most of the evening. Responding to limits 
was only fair. (mania = 11, depression = 10) 

Day 86: Becoming increasingly manic. Talking 
constantly, exhibiting much pressure of speech, ir- 
ritable, demanding, and manipulative. Says fre- 
quently, “I can’t stop talking.” Appears physically 
exhausted and pale. Tearful at times when she 
complains of feeling “confused.” (mania = 6, de- 
pression = 8) ; 


In response to a combination of lithium carbon- 
ate and chlorpromazine, F’s mania finally subsided. 
Shs remained moderately depressed but never so 
severely as during her manic periods. Her max- 
imum depression rating in the postmanic period 
was 8, with an average of about 6 for the two 
months immediately following the cessation of 
mania. She was tapered off chlorpromazine and 
continued to improve slowly. Her depression mani- 
fested itself primarily as lethargy without severe 
hopeless or guilty feelings. At the time of her dis- 
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charge her depression ratings had declined to 3. 


Case 2. S, a 21-year-old college student, the old- 
est and most successful of three children, had expe- 
rienced her first psychiatric difficulty two years 
prior to admission, with the development of a mod- 
erate retarded depression that lasted about three 
months. Several months later she became hyperac- 
tive, angry, argumentative, and intrusive, progress- 
ing to the point that she evidenced pressure of 
speech, flight of ideas, rhyming and punning, and 
increasingly severe outbursts of anger accom- 
panied by physical aggressiveness, leading to hos- 
pitalization and treatment with large doses of 
phenothiazines. A subsequent depression several 
months later was treated successfully with imipra- 
mine. The onset of a second manic episode precipi- 
tated her admission to NIMH. On the ward she 
talked and moved about incessantly, intruding in- 
discriminately in the affairs of others. Her verbal 
productions were too rapid to be recorded in detail 
and her thought content was grandiose, paranoid, 
angry, and filled with sexual themes, interspersed 
with considerable depressive content. 

The following excerpts are taken from detailed 
notes based on daily psychiatric interviews with 
this patient during a period of escalating mania. 
In this case, it can be seen that the depressive ele- 
ments began to appear as the patient’s mania in- 
creased in severity. During her hypomanic phase, 
little depression was evident. 


Day 21: Patient comes in humming, singing, 
with occasional silly laughter, perhaps talking a bit 
fast; reads from a prepared statement in a some- 
what grandiose way. (mania = 3, depression = 3) 

Day 24: Alternately lighthearted and depressed, 
with mildly grandiose hypomanic and at times 
tentative paranoid ideation. Some push of speech 
...She describes her brain as “‘going too fast. 
... I’ve been thinking so many things that I feel 
exhausted. I think so much | can’t even sleep.” 
In the midst of grandiose and confident statements 
she gave the suicidal message: “I felt so low last 
night that if someone had given me a knife or 
gun—pow. I have to cover my depression. That’s 
part of the reasons why I can’t sleep.” (mania = 7, 
depression =8) 

Day 25: Patient brings paraphernalia into the 
interview room with her for the first time. Associ- 
ations seem somewhat looser and involve frequent 
seductive references. Amidst grandiose and threat- 
ening remarks, she acknowledged that she ‘felt 
like nothing—nobody notices me—I’m nobody. 
... I£ I can live through one minute today then I 
know lm sane....The President came across 
the ward to see me today. All the people in the 
country know me.” (mania = 10, depression 
= 10) 

Day 29: Patient enters the interview room 
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dressed inappropriately, with a flower in her hair. 
Brings pillows with her. Paces about the room, oc- 
casionally making threatening gestures toward the 
interviewer. Her thinking pattern was very loose, 
psychotic, and grandiose; for the first time her as- 
sociative pattern was riddled with clanging, r1ym- 
ing, and punning. There were frequent outbursts of 
crying, mixed with statements of despair anc sui- 
cidal messages. (mania = 13, depression = 12° 


The following excerpt, taken from a subsecuent 
period in her hospitalization after recovery “rom 
the manic episode, is revealing. 


Day 46: “My high mood is like a rushing up of 
excess energy and becoming extra active in crder 
to lift myself out of depression. Depression is r2ally 
the basic mood and the highness is a cover... a 
holding operation. I’ve always been so afraid of 
people knowing what I’m really thinking or feel- 
ing. I haven’t wanted anyone to know I’m de- 
pressed because I have no reason to be depressed 
and I was ashamed of it.” 


This patient evidenced a clear antimanic re- 
sponse to lithium and has been maintained on this 
drug for a period o: five years. During this time she 
has not experienced either depressive or manic epi- 
sodes. She returned to college and was married af- 
ter graduation; she recently gave birth to her ‘first 
child. 


Discussion 


Our data indicate that ratable depression 
occurred during manic periods in each of the 
20 hospitalized manic-depressive >atients 
studied. Furthermore, mania and depression 
ratings correlated positively in a majorit? of 
patients.’ This was true for both the manic pe- 
riods and for the entire hospital courses of our 
patients. These findings are contrary to the 
common view that a patient is either manic or 
depressed. Our clinical examples are intended 
to show that the concurrent mania and de- 
pression ratings are not artifactual—they are 
not simply the result of rapidly alternating 
moods or cross-contamination from another 
parameter, such as agitation in depression 
being called mania. It is important to note 
that, in a number of instances, the nurses’ rat- 
ings for depression did go down as mamia 


? The significance of the tau values requires some gual- 


ification. Such factors as the possible interdepencence be- 
tween one day’s ratings and the next’s may bias the corre- 
lation. Partly to compensate for this, we accepted p <01 
as our level of significance. The important poiat, how- 
ever, is that mania and depression ratings cleariy corre- 
lated positively rather than negatively in 13 out of the 20 
manic patients. 
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went up (negative correlation), a fact that in- 
dicates that the nurses were capable of rating 
mania without rating depression. 

Although euphoria is often said to be the 
hallmark of mania, we found that it was 
sometimes absent when patients were de- 
pressed and manic at the same time. In these 
instances mania was nevertheless clearly iden- 
tifiable by pressure of speech, increased mo- 
tor activity, anger, intrusiveness, grandiosity, 
and mood instability. Depression during 
mania was frequently evidenced by expressed 
feelings of helplessness and hopelessness and 
thoughts of suicide. Sleep disturbance, irri- 
tability, anorexia, and many other symptoms 
are common to both conditions. | 

The possibility that subtypes of mania exist 
has been raised by Beigel and Murphy (7), 
who studied a similar group of 12 patients 
and found that two-thirds of the manic 
patients had high scores on items rating ela- 
tion and grandiosity, while the other third had 
high scores on items rating paranoia and de- 
structiveness. These authors noted that ten 
out of the 12 patients had ratable depression 
during manic periods. Although depressive 
elements were evident in both groups, it ap- 
peared from their data that depression was 


more predominant in the paranoia-destruc- 


tiveness subgroup. 

One important question is whether our 
sample of 20 patients is representative of the 
overall population of manic patients. First, 
great care was taken to screen out individuals 
with either a history or present symptoms 
suggestive of schizophrenia or schizoaffective 
disorder. Although clinical judgment is not 
always precise in this area, the fact that the 
diagnosis was arrived at independently by two 
psychiatrists after observing the patient 
throughout an entire hospitalization makes 
diagnostic imprecision less likely. 

Patients admitted to NIMH for mania 
tend to show symptoms in the moderately se- 
vere to severe range; the sample may thus rep- 
resent individuals with a more severe form of 
the illness than the “average” manic-depres- 
sive. This potential bias of our sample toward 
the more severe end of the continuum must be 
taken into account when interpreting our 
data. In this regard, it is our clinical impres- 
sion that patients with milder forms of mania 
(hypomania) do not show as frequent or clear 
depressive features as this sample. Some spe- 
cific factors may also have affected the rela- 


[60] 


DEPRESSION DURING MANIA 


tionship between mania and depression in our 
patients, such as prolonged hospitalization, a 
therapeutic milieu designed to control manic 
behavior, and the withholding of immediate 
treatment for research purposes. 

The finding that patients are manic and de- 
pressed at the same time is consistent with 
most psychological theories of mania. Lew- 
in’s view (14, 15) that mania and depression 
are both forms of defense against anxiety is 
compatible with the possibility that aspects of 
both defensive patterns may be present simul- 
taneously. Freud (16) and Abraham (17) both 
concluded that mania and depression are 
dominated by the same complexes. The view 


that mania is a defense against depression has 


been espoused by Klein (18, 19) and Cohen 
and associates (4). Our data suggest that if 
mania is a defense against depression, it is of- 
ten an inadequate defense, since depressive 
symptoms can remain prominent during the 
manic phase. On the other hand, the observa- 
tion that manic-depressive patients tend to 
have less severe depressions and lower suicide 
rates than patients who have depressions 
only (20) supports the idea that mania may be 
protective, as Cohen and associates sug- 
gested (4). 

The relationship between mania and de- 
pression has important implications for psy- 
chobiological theories of affective illness. For 
example, the biogenic amine hypotheses of af- 
fective disorders, based primarily on phar- 
macological data, propose that depression is 
associated with decreased levels of functional 
neurotransmitter amines at certain critical 
central nerve endings while, conversely, 
mania is associated with elevated levels of 
functional amines (8, 21,22). Thus, these 
theories conceive of mania and depression as 
representing opposite poles of a single bio- 
chemical continuum. 

On the other hand, the reported electrolyte 
abnormalities (23), as well as certain neuro- 
physiological parameters in affective ill- 
ness (24), have been reported to deviate from 
normal in the same direction in mania and de- 
pression. Furthermore, some drugs, such as 
cortisone, can precipitate episodes of either 
depression or mania—sometimes in the same 
individual (25). In addition, lithium has been 
reported to have some therapeutic efficacy 
prophylactically (26) and acutely (6) in de- 
pression as well as in mania. Thus, data of 
this kind would better fit a continuum model, 
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as proposed by Court (27), or a triangular 
model, as proposed by Whybrow and Men- 
dels (24). 

An adequate model for manic-depressive 
illness should account not only for those as- 
pects of mania and depression which are 
‘opposite’ but also for those which are simi- 
lar in the two states. [t would appear that the 
-evel of psychomotor activity clearly varies 
in an “up-down” fashion in mania and de- 
pression *; on the basis of our clinical studies 
with catecholamine precursors (28) and syn- 
thesis inhibitors (29) we have hypothesized 
(30) that the level of psychomotor activity 
is the aspect of affective illness most direct- 
ly related to brain catecholamine function. 

On the other hand, the essential cognitive 
and mood components of affective illness may 
be largely the clinical reflections of an under- 
lying biological dysfunction common to both 
clinical states and only indirectly related to 
amine function. In this context, mania might 
be viewed as a process that can occur in addi- 
tion to an ongoing depression, coexisting with 
it rather than replacing it. 


* In our experience the psychomotor state of manic-de- 
pressive (bipolar) patients in the depressive phase is vir- 
tually always retarded rather than agitated. 
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Nurses’ Instructions for Rating 
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Depression—rate from | to 15, considering each of 
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the following: 

A. Feelings of hopelessness and helplessness. 
B. Feelings of worthlessness and guilt. 

C. Concern with death or suicide. 

D. Psychomotor activity: 

1. Retardation—slowed speech and movement, 
low monotonous voice, lack of interest in sur- 
roundings—or 

2. Agitation—nervous, stereotyped, repeti- 
tive hyperactivity, such as hand-wringing, 
pacing. (Agitation in depressed patients is 
also a manifestation of anxiety and may 
therefore raise both ratings; agitation by 
itself does not imply mania.) . 

E. Depressed appearance, including sad expres- 
sion, crying, drabness in dress and makeup. 

F. For some persons: physical complaints, loss of 
appetite, sleep disturbance. 


DEPRESSION DURING MANIA 


Mania—rate from | to 15, considering each of the 

following: 

A. Mood—classically “elated but unstable”; how- 
ever, some persons may show a predominance 
of impatience, irritability, and anger. 


B. Pressure of speech—increased volume or speed, 
sometimes progressing to flight of ideas, with 
thoughts too rapid for connections to be made. 


C. Increased motor activity—includes walking, 
writing, telephoning. 

The above are usually present in mania or hypo- 

mania; in addition, the following may be seen: 

D. Grandiosity or overconfidence. 

E. Inappropriate language, actions, or dress. 


F. Intrusive, provocative, or manipulative behav- 
ior, frequently demanding of attention to self. 


New Subscription Rates for the Journal 


To keep pace with rising costs, the Association has 
found it necessary to increase the subscription fees for 
The American Journal of Psychiatry. Effective January 
1, 1973, the new rates for the Journal will be: U.S., $15; 
Canada and South America, $15.75; foreign, $18; single 


copy, $1.75 plus postage. 
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Family Noncommunication: 


The Search for Kidney Donors 


BY ROBERTA G. SIMMONS, PH.D., AND SUSAN D. KLEIN 


Intensive study of the family communication 
patterns in the search for a kidney transplant 
donor revealed that, in a significant number 
of cases, communication iş effectively 
blocked. The authors followed 83 transplant 
patients and their families throughout the 
pretransplant stage and for three weeks after 
the transplant. Although the noncommunica- 
tion pattern appears to be maladaptive and 
rather stressful prior to the transplant, it 
seems to be beneficial for family cohesion .in 
the period after a successful transplant: 


LTHOUGH COMMUNICATION: patterns in 
“A decision making have been extensively 
studied in the small-group laboratory situ- 
ation (1) and in large-scale organizations (2), 
there have been few studies of family decision 
making (3) or of the communication patterns 
that occur as “normal” families make major 
decisions (4-7). Since the search for a related 
kidney transplant donor can involve the entire 
extended family, this situation provides a 
unique opportunity to observe the communi- 
cation processes that occur as a family at- 
tempts to make a major and highly stressful 
decision. 
In many families the procedure of securing 
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a donor is a smooth and easy one and, accord- 
ing to Fellner and Marshall (8, 9), the dona- 
tion itself as an altruistic act is experienced as 
extremely rewarding and often appears to ele- 
vate the donor’s self-esteem. Yet, in a signifi- 
cant proportion of cases, as we have pre- 
viously shown, the donor search is very 
difficult for both recipient and potential do- 
nor (10, 11). On the one hand, the advantage 
of securing a related kidney donor is very 
clear. At the time this study was conducted, 
the success rate for a kidney transpiant was 
approximately 88 percent if a patient received 
a kidney from a healthy relative, but only 50 
percent if he received a kidney from a person 
who had just died (a cadaver kidney). On the 
other hand, the giving of a kidney is a major 
sacrifice for the family member. Althcugh 
the risk to his life is small (12), it is neverthe- 
less real, as is the pain and discomfort as- 
sociated with a major surgical procedure and 
the absence from work and consequent finan- 
cial loss. 

Many relatives do not feel they can make 
this large a sacrifice or take this risk, and 
their position in relation to the transplant 
patient can be exceedingly difficult before the 
transplant. This paper attempts to analyze the 
communication process as it invoives the 
patient and the potential donors in his family. 
Since married siblings, married children, and 
even aunts, uncles, grandparents, and cousins 
are eligible as donors, the study focuses on 
communication in the entire extended family. 


Method 


This study was part of a larger investi- 
gation of the social and emotional] rehabilita- 
tion of the transplant patient and his family. 
Fifty-nine patients who received transplants 
on one transplant service and 24 more who 
had been awaiting transplantation were fol- 
lowed closely throughout the donor decision- 
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making process and for three weeks after the 
transplant. Patients, donors, spouses, and as 
many other family members as possible were 
interviewed intensively throughout the period 
and asked to reconstruct what was transpir- 
ing in the family. In ten of these families, 
there was no available relative whe could be 
considered for donation; in all of the others 
some search for related donors occurred. If 
a willing and medically eligible relative could 
not be located, the patient was placed on the 
list to receive a cadaver kidney. ' 


Findings 


The overwhelming impression received 
from these interviews was that the communi- 
cation channels are closed or considerably 
blocked in many of these families during the 
search for a kidney donor. The communi- 
cation “‘process’”’ can be broken down into 
two stages: the “request” stage and the “‘re- 
sponse”’ stage. 


The Request Stage 


The first problem for the recipient and per- 
haps his spouse, after they identify the pos- 
sible candidates for donation, is to inform the 
relatives that a donor is needed. If only con- 
siderations of efficiency were involved, the 
most rational procedure would probably be to 
contact each possible donor, explain the situ- 
ation, ask whether he wished to donate, and 
request a reply one way or the other by a 
given date. In this way, if no family donors 
were available, the patient would know 
quickly and be able to have his name placed 
on the list for a cadaver donor rapidly. The 
patient’s waiting period would thereby be 
shortened, and there would be less likelihood 
that he would receive a blood transfusion 
while on dialysis that could cause him to de- 
velop antibodies against most cadaver do- 
nors. 

In many families a process like this does 
occur. Yet a strong norm inhibits this process 
at the outset. The norm expressed by a 
high percentage of the patients is that one 


' In ali the case material presented here, names, exact 
ages, and other identifying characteristics of the individ- 
uals have been altered. However, the quotes are otherwise 
verbatim from the field notes, and the true family rela- 
tionship (sibling relationship, parent-child relationship, 
spouse relationship) is reported. - 
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should not ask for a kidney, one should wait 
for a volunteer. Recognizing the risk involved 
to the donor and the sacrifices he must make, 
the patient does not think he should be re- 
sponsible for pressuring the donor into a deci- 
sion. Thus patients and their spouses fre- 
quently feel under considerable constraint in 
communicating their need for a donor. In or- 
der to enhance the patient’s chances for sur- 
vival, they must somehow inform the relative 
that he could donate, yet they cannot be di- 
rect; they must hint. 

In some cases, despite the patient’s attempt 
to conform to this norm, the pressure on the 
relative appears to be quite direct. The follow- 
ing is from the case of patient 1, a 30-year-old 
woman: 


Patient: I just told them I needed a donor. | 
wouldn’t ask. If you ask you put someone 
on the spot. 

Q: Could we go through this again, from the 
time you first mentioned donorship to your 
brother? 

Patient: I called him and told him that 
mother had volunteered to donate but “if 
they won’t accept mother, yeu’d be the only 
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one, 


In other cases, however, the request is a less 
direct one but just as obvious. Patient 2 was a 
35-year-old woman whose brother was the 
donor: 


Q: How was the question of a donor dis- 

cussed? 

Donor: Well, my sister said to us right away 
she’d never ask any of us to donate. She 
said it was too big a decision to ask anyone 
to make... to ask of anyone. 

Later the donor's wife was interviewed: 

Donor’s wife: | was down here and Jane was 

fussing about it and said she would never 
ask anyone. So I told her she wouldn’t have 
to ask, that Steven had already vol- 
unteered. 


In still another such case, the patient, by 
expressing the norm and saying he would 
never ask for a donor, manages to convey the 
request. Patient 3 was a 40-year-old woman 
whose sister did not volunteer to donate: 


Sister: My sister said she wasn’t going to ask 
anyone in the family to donate. If they 
wanted to volunteer for tests this was fine. 
Otherwise she was going to wait for a ca- 
daver or until someone volunteered. 
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Other patients attempt to communicate the 
request through joking. Patient 4 was a 20- 
year-old boy who is talking here about a sis- 
ter, who never did volunteer to donate: 


Patient: I think Brenda would do 
it.... When we’re kidding around and | 
ask her if she wants to give me her kidney, 
she says no. But if I ask her serious, she’d 
doit.... I know she’d do it. 


In an interview two months later with the 
sister: 


Sister: Martin has never seriously talked to 
me about it. When my mom was going to 
donate he would say kiddingly “I don’t 
want your kidney, I want Aer kidney.” 


In still other cases the request is made so 
-indirectly that it is not clear whether the mes- 
sage has been received or not. In several in- 
stances the relative later claimed he did not 
realize he could donate or he did not realize 
the need was imminent, while the patient has 
assumed that the lack of a response is a refus- 
al or he is left unsure whether to ask for a ca- 
daver donor or not. Patient 5 was a 50-year- 
old man whose wife was interviewed; the 
donor was his sister. 


Wife: They [the doctors] told me it was my 
job to ask every member but...I just 
didn’t want to do it. I thought it was a very 
awkward situation to put a person in and as 
I was preparing myself to ask as a last re- 
sort—how I would do it and when would be 
the best time—in the midst of all this she 
offered. 

QO: During your conversations, did Edith 
make any comments about the donation? 
Wife: I think I did most of the talking and she 

did most of the listening .... It wasn’t like 
we were discussing it, I was just giving her 
information and hoped she would under- 
stand that we wanted her to offer, that I 

wanted a response, but I wasn’t getting it. 

O: You were hoping that she would offer so 
you wouldn’t have to ask? 

Wife: I was hoping I wouldn’t have to ask but 
I didn’t think it would work because it had 
been several days and I was trying to find a 
way to ask. 


In this case, the sister claimed that the rea- 
son she had not offered earlier was that she 
had not realized she was a potential donor; 
ske had thought only brothers coulddonate to 
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brothers. In other words, the indirectness of 
the request either prevented its being per- 
ceived clearly or allowed the sister to avoid 
making a decision. In another case, patient 6 
communicated little information but seemed 
to assume, when no immediate response was 
forthcoming, that all siblings had refused. 


Patient: They all know I’m here. They all 
know I’m going to have a transplant. If 
they were going to donate, wouldn’t they 
have called by now? 

Q: How do you know that your brothers and 
sisters know that a donor is needed? 

Patient: Oh, they know. My mom reacs about 
it in magazines and in the newspaper. They 
know more than I do probably. 

QO (later); So vour brothers and sisters 
haven’t yet refused. 

Patient: I could call tomorrow and get a 


te > 
. 


no 


Yet a few days later, after his wife had spo- 
ken to some of the family more directly, a sis- 
ter volunteered and another sibling indicated 
she might consider donation. 


The Response Stage 


Whether or not the indirect request is 99- 
vious enough to be accurately perceived, its 
very indirectness allows the relative not to re- 
spond. In the words of patient 1: “If you ask, 
you put someone on the spot. They have to 
say something. But if you just leave it open, 
just make a statement, they can say nothing.” 

In fact, this lack of response is a very com- 
mon pattern of behavior in these families. 
Frequently, the potential donor handles this 
difficult situation by saying nothing—he-rei- 
ther refuses, accepts, nor indicates he will 
consider the situation. He does not make ex- 
cuses; he simply does not respond. This fail- 
ure to respond may persist indefinitely, or in 
some cases for a period of time until € donor 
volunteers. In. 17 of the 73 cases in which- 
there were eligible relatives, some potential 
family donors clearly showed this pattern of 
nonresponse, a pattern we shall term “‘non- 
communication”; in 12 more families the evi- 
dence was less clear but pointed in this direc- 
tion. In some of these situations the potential 
donors did agree to undergo preliminary test- 
ing or they actually had their blood tested. 
But while they never refused to donate, they 
also never proceeded to take the next step of 
action. 
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In all of these the story is similar. Patient 7 
was a 19-year-old girl. Her 20-year-old 
brother was the donor: 


Donor: She just asked if I would give her one 
of my kidneys. I didn’t know what to say, 
so I didn’t say anything. [Then later]... 
she asked me again and I didn’t say any- 
thing. But when I found out how sick she 
was I said okay. 


Patient 8 was a 30-year-old man; he is talk- 
ing here about one married sister: 


Patient: My sister in Pennsylvania has been 
pretty vague. Whenever I’ve written to ask 
her she doesn’t answer about it. It’s like I 
hhadn’t asked the question. 


This noncommunication can persist for 
several months, as in the case of patient 9, a 
56-year-old father of married children: 


Patient: J saw Paul first because he was here. 
I told him that I was going to have a trans- 
plant and that the doctors said to line up 
donors. 

QO: What did Paul say? 

Patient: He didn’t say anything at all. 

Later the daughter-in-law, Paul’s wife, 

- was interviewed: 

Q: Did he [the patient] ask Paul if he would 
donate? 

Daughter-in-law: No, he would never do that. 
He would never pressure anyone. He just 
said that if any of the children wanted to, 
they could go in to be tested. 

QO: What did Paul say? 

Daughter-in-law: Nothing. 

QO: Has Paul ever said anything to you about 
it? 

Daughter-in-law: Yes, I brought it up with 
him....I asked if he would donate. He 
said he couldn’t donate and didn’t want to 


talk about it. I didn’t bring it up after that. ` 
Interview with the patient, two months later: . 


Patient: My children had second thoughts 
about donating. Two of them never went in 
to be blood tested. 

Q: Have they talked to you about it? 

Patient: No. ... They did at first. When I first 
told them I needed a donor, they told me 
they would go in to be tested. They just 
never did. l 

Interview with Paul after the transplant: 

Paul: One brother didn’t have the right blood 

_type....My father mentioned [to me] 
about who else could donate. 
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Q: What was it that you said about it? 


Paul: J didn’t say anything at the time. It was 

_ kind of brought up and then dropped and 
we talked about other things. We never 
really discussed it. 


The lack of response by the relatives can be 
very uncomfortable for the patient and his 
spause, as in the case of patient 10, a 45-year- 
old woman. The interview was with her hus- 
band. ' 


Q: Have you thought any more about what 
you will do about the donor question? 

Husband: She keeps hinting and hinting [to 
her brothers and sisters] but nobody says 
anything. 

QO: How does she hint? To her brother 
Thomas, for instance? 

Husband: Like she [says she] wouldn’t want 
his kidney anyway, because he’s so mean or 
something. 

Q: And what would Thomas say then? 

Husband: Nothing. 

QO: Well, after your wife says something like 
this hint to one of her family members what 
do they say next? Do they ignore it, or 
change the subject, or mention some reason 
why they aren’t too weil themselves, or 
walk away, or what? 

Husband: They just kind of leave it hanging 
up in the air. They just laugh, kind of—you 
know. They don’t say anything. She doesn’t 
ask them, so they don’t have to say. She 
just jokes and they laugh. 

QO: Have any of them said they wouldn’t? 

Husband: No, but none of them said they 
would, either. They’re kind of on the fence. 

Q: Have any of them said they’d think about 
it? 

Husband: No, they don’t say anything. 

Of course, there are also a great many fam- 
ilies in which the immediate response is quite 
direct. This is usually the case when the rela- 
tive who is contacted volunteers immedi- 
ately upon hearing of the need. These donors 
resemble those described by Fellner and Mar- 
shall (8, 9) and were also very common in the 
group we studied. We know that such an im- 
mediate offer to donate on the part of one or 
more relatives occurred in at least 38 of the 
families, although in some of these instances 
these donors were of the wrong blood type or 
were medically unacceptable. 

Those relatives who demonstrate the pat- 
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_tern of noncommunication are frequently 
those who never volunteer to donate. The one 
type of relative who is unlikely to exhibit this 
pattern of nonresponse is the patient’s parent. 
Parents of minors, but also parents of adult 
children, appear to be the most willing do- 
nors, and those most likely to express their 
willingness immediately (9-11, 13). 


Discussion 

Intensive study of the family communi- 
„cation patterns in the search for a kidney do- 
nor has revealed that in a significant number 
of cases, communication is considerably 
blocked. Many transplant patients do not be- 
lieve they should ask directly for a donor, and 
many potential donors who have not yet vol- 
unteered do not appear to communicate any 
feelings about donation to the patient. What 
are the consequences of this noncommunica- 
tion? It cannot be assumed that closed com- 
munication channels are totally maladaptive 
in this situation. 

It is our impression that, during the long 
period prior to the transplant, the stress level 
cf the patient in many cases is increased by 
the noncommunication. The uncertainty may 
be particularly difficult, especially before he 
feels free to apply for a cadaver donor. As the 
wife of one patient said, “Well, he'd like to 
know one way or another, but he won’t say 
anything. I say to him, ‘I wish they’d go or 
get off the pot; put it in plain language.’ He 
agrees with me, but he won’t say it himself.” 

The period of time before the patient re- 
ceives his transplant may be lengthened by 
tnis uncertainty. In addition, in order to 
maintain this noncommunication, some rela- 
tives find themselves unable to maintain any 
contact with the patient. In some cases, then, 
the patient finds himself, at this very difficult 
time, isolated from family support and he ap- 
pears quite hurt by the isolation. 

On the other hand, if the relative feels he 
cannot make the sacrifice of donation, the 
fact that he does not refuse outright serves 
some important functions. It allows him to 
save face and to avoid directly insulting or 
hurting the patient. When asked, “Why do 
you think you did not discuss this?’ one 
patient’s brother said, “Well, I suppose 
you’re a little scared to face him and tell him 
you’re turning him down”; another patient’s 
daughter said, “I just didn’t know how to tell 
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her I didn’t feel I could donate. ... It’s kind 
of hard to say that to a person who’s lying 
there and that’s their only hope; so I just 
never brought it up.” 

The indirect request of the patient, by al- 
lowing the potential donors to avoid replying, 
also protects both the patient and the reletive 
from a direct insult and severe embarrass- 
ment. In many extended families the ties can 
be very fragile and might not be able to sus- 
tain such a direct blow. Or the relationship 
may appear too important to endanger by an 
open refusal. In the words of one sister who 
did not communicate her doubts: “I try to put 
myself in her place. How would I feel if some- 
one came and told me, ‘I’m not going to help 
you.’ I think I would resent him the rest of my 
life.” Noncommunication also allows the un- 
decided relative to avoid either committing 
himself or refusing prematurely. 

We hypothesize that this pretransplant 
noncommunication has major advantages for 
sustaining family cohesion after a successful 
transplant has occurred, with the donor either 
a relative or a cadaver. At this time the 
moods of the recipient, donor, and relatives 
frequently change to elation, and whatever 
wounds have been opened by the search for a 
donor often are healed. The family tecomes 
reintegrated. Family members who did not 
donate are sometimes able to give help to the 
posttransplant patient and his family. This 
process would appear to be much easier if the 
requests for a donor, the refusals, and the 
temporary indecisions have not been directly 
voiced, and if the patient’s earlier anger at his 
relatives has not been communicated. 

Furthermore, the indirectness of the earlier 
communication may allow the parties in- 
volved to minimize any prior unwillingness of 
family members to donate, thereby strength- 
ening family cohesion. In several cases, fam- 
ily members who had not volunteered but 
who had never refused directly said after the 
transplant that they would have donated had 
the patient only waited a little longer. At this 
point some potential donors indicated for the 
first time that they had believed themselves 
ineligible to donate because they were of the 
wrong blood type, or because they believed 
they were not the proper sex. One patient who 
was upset earlier about the nondonation or in- 
decision of some of his relatives appeared to 
be able to repress these prior problems in his 
new exhilaration and was able to tell us after 
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the transplant that all his eligible relatives 
had volunteered. 


In summary, although the entire donor 
search can be a very smooth one for many 
patients, in other cases it produces significant 
stress for the patient and especially for those 
of his relatives who do not feel they can do- 
nate an organ. In a large minority of cases, 
the communication channels are significantly 
blocked during this search. One might expect 
the pattern of noncommunication identified 
here to be generalizable to a wider variety of 
situations in which one extended family mem- 
ber asks help of another. Although this block 
in communication may be maladaptive from 
the point of view of the efficiency and rapidity 
with which the donor problem can be settled, 
it may have positive functions for family co- 
hesion, particularly once a successful trans- 


plant has been completed. And similarly, in . 


other situations in which help is sought from 
within the extended family, early noncommu- 
nication may contribute to family cohesion 
over the long term. 


It is our opinion that nothing in this study 
contraindicates the use of family donors. 
Whatever stress occurs in some families in the 
donor search must be balanced against the 
lives that would be lost if cadaver donors were 
used instead of family members. In addition, 
we cannot ignore the following sources of 
stress that occur more often in families where 
cadaver organs are used: 1) the family’s grief 
due to the patient’s death, 2) the prior stress 
of irreversible rejection of the transplanted 
kidney; and 3) the long initial waiting period 
for a cadaver kidney. Finally, the emotional 
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rewards of donating an organ to save an- 
other’s life should not be overlooked (8, 9). 
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Comparing MMPI Statements and 
Mental Status Items 


BY DONALD W. MORGAN, M.D., D.M.SC., WILLIAM D. WEITZEL, M.D., 


THOMAS E. GUYDEN, M.D., 


JAMES A. ROBINSON, 


AND JAMES L. HEDLUND, PH.D. 


In a direct comparison of Minnesota Mul- 
tiphasic Personality Inventory (MMPI) re- 
sponses and mental status interview content, 
MMPI statements were judged to overlap 
only 40 percent of standard mental status 
items, with a range of agreement from three 
to 87 percent when the same 100 psychiatric 
patients were evaluated with both procedures. 
Differences in content emphasis between the 
two procedures are discussed. Although the 
MMPI and the standard mental status ex- 
amination complement each other, the 
authors discourage attempts to substitute one 
for the other. 


UTOMATION OF THE Minnesota Mul- 

tiphasic Personality Inventory (MMPI) 
has sharply increased its utilization in psy- 
chiatry (1). Very little effort is required to ad- 
minister the test. Most patients readily accept 
the testing procedure. Responses are machine 
scored and a report is machine generated in 
an inexpensive, expedient manner. As a direct 
result of its increased use by psychiatrists, in- 
terest has developed in the relationship of the 
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MMPI to the psychiatric interview. A close 
relationship might be expected since the 
MMPI statements developed by Hathaway 
and McKinley were taken “... from several 
psychiatric examination forms, from various 
textbooks in psychiatry, from certain of the 
directions for case taking in medicine and 
neurology and from the earlier published 
scales of personal and social attitudes” (2). 

A search of the MMPI literature failed to 
yield a single study that compared patients’ 
MMPI responses directly with the content of 
their psychiatric interviews. Wiggins, com- 
menting upon this, stated: ““The concept of 
item content has enjoyed neither precise spec- 
ification nor active empirical exploration... .”’ 
He suggested that this may, in part, be 
related to “,.. the superstition that knowl- 
edge of the content of an empirical scale may 
somehow vitiate the mysterious mediating 
process that links scale score to empirica: cri- 
teria” (3). 

The study reported in this paper examines 
the relationship between MMPI statements 
and mental status items. Two questions were 
posed: What MMPI statements overlap stan- 
dard mental status items? When overlap did 
occur, did patients respond to the MMPI 
statements in a manner similar to the way 
they responded on the mental status exam- 
ination? | 


Method 
Patient Selection 


One hundred patients were selected for this 
study from the enlisted men’s psychiatric ad- 
mission ward at Walter Reed General Hospi- 
tal. The median age for this sample was 20 
years, with a range of 16 to 50 years. Seventy 
percent of the subjects were single; 41 percent 


-had not completed a high school education; 
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and 78 percent were Caucasian. Most of these 
patients had been in the military service for a 
short period of time; the median length of 
service was one year. The final diagnoses for 
this patient sample were: schizophrenia, 47 
percent; personality disorder, 23 percent; 
transient situational disturbance, 14 percent; 
neurosis, six percent; drug dependence or al- 
coholism, six percent; and miscellaneous 
diagnoses, four percent. Only 13 patients had 
a prior history of psychiatric hospitalization. 


Examination Procedures 


. Each patient took the card-sort form of the 
MMPI shortly after admission (median = 
two days; range = 0-15 days). Shortly after 
administration of the MMPI (median = one 
day; range = 0-14 days), the patients were 
seen by two psychiatrists. One psychiatrist 
conducted the diagnostically oriented, open- 
ended interview lasting from 45 to 90 minutes 
while the other psychiatrist remained as a 
passive observer. Immediately following the 
interview each psychiatrist recorded his ob- 
servations on a standard mental status form 
indepen<ent of the MMPI results and of his 
colleague’s rating. The task of interviewing 
was rotated among the five participating psy- 
chiatrists. 

The mental status form consisted of 120 
Operationally defined- items distributed 
among 14 categories.’ Appendix 1 illustrates 
the format by presenting the Mood category. 
The .remaining categories are: Attitude (11 
items), Dress and Habits (five), Motor Behav- 
ior (ninz), Speech (five), Facial Expression 
(seven), Affect (five), Thought Processes (11), 
Thought Content (15), Perceptual Disorders 
(five), Conversion and Somatization (three), 
Physica. Symptoms (16), Intellectual Func- 
tioning (18), and Insight (three). Using this 
form, ixterrater reliability over all 120 items 
was 87 percent. The median positive agree- 
ment (i.2., both psychiatrists agreed that an 
item was present) was 50 percent; 40 items 
attained at least 60-percent agreement. 

The psychiatrists agreed 74 percent of the 
time with respect to the primary diagnosis 
and 96 percent of the time when alternative 
diagnoses were included. Table | presents 
these results, which compare favorably with 
other reports in the literature (4, 5). 


! A copy of the Walter Reed Mental Status Exam- 
ination is available from the authors upon request. 


[70] 


COMPARING MMPI AND MENTAL STATUS 


Relating MMPI Statements to 
Menial Status Items 


When the data collection was completed we 
systematically reviewed each of the 550 


' MMPI statements and, based upon the mani- 


fest content, related them to the mental status 
items. Some MMPI statements related to the 
corresponding mental status items in a total 
fashion, i.e., both the true and false responses — 
were judged to relate. Other MMPI state- 
ments related in a partial fashion, i.e., either 
the true or the false response was judged to 
relate. 


Results 


Overlapping of MMPI Statements and 
Mental Status Items 


Only 174 of the 550 MMPI statements (32 
percent) were judged to relate to at least one 
item on the mental status examination. Only 
48 of the 120 mental status items (40 percent) 
overlapped at least one MMPI. statement. 
Twenty-two of the 174. MMPI statements 
were referable to more than one mental status 
item. For example, a “true” response to the 
MMPI statement “I. believe I am a con- 
demned person” was judged to be rationally 
related to a positive response on the mental 
status items Delusions and Hopelessness. 
Table 2 displays the degree of overlap in each 
mental status category. Three categories— 
Speech, Facial Expression, and Insight—con- 
tained no items that were overlapped by 
MMPI statements. The categories Mood, 
Conversion and Somatization, and Physical 
Symptoms had more than a 50-percent over- 
lap with the MMPI. All 15 mental status 
items in the category Thought Content were 
overlapped by at least one MMPI statement. 


Similarity of Patient Responses 


Having identified the MMPI statements 
and mental status items that rationally over- 
lap each other, the next question was, Do 
patients give similar responses in the MMPI 
statements and in the mental status exam- 
ination? In the analysis of this similarity, 
two factors were found to be relevant. The 
first factor was whether a total or partial 
comparison existed between the MMPI state- 
ment and the mental status item. If a partial 
comparison was found, the second factor was 
the frequency with which the mental status 
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TABLE 1 


Primary Diagnosis Agreement Between Interviewing and Observing Psychiatrists 
(N = 100 Patients) 


en tnt eee a A PNA nN Ht 8 i Ah PP pe 
LL e a NO EE tna a AAA RNA A eai er ANN raa 








OBSERVER 
TRANSIENT DRUG 
. SCHIZO- PERSONALITY SITUATIONAL DEPENDENCE 

INTERVIEWER PHRENIA DISORDER DISTURBANCE NEUROSIS ‘OR ALCOHOLISM OTHER* 
Schizophrenia 44** 3 —~ —- — 3 
Personality 

disorder 3: 9** 1 1 1 
Transient 

situational 

disturbance 1 2 F ia 1 — 
Neurosis 1 — p 2*x — — 
Drug dependence 

or alcoholism ne 2 _ — g** — 
Other* 2 1 _ — — aes 


“Includes the following diagnoses: enuresis, involutiona! melancholia, psychosis with drug intoxication, nonpsychozic organic brain syn- 
drome with drug intoxication, manic-depressive Hiness. paranoid state, mental retardation, psychophysiolagic disorder. 


**indicates agreement: total agreement was reached for 74 patients. 


item was reported to occur in the patient 
sample. For the statements and items related 
in a total fashion, the agreement was between 
50 and 60 percent. The percentage of agree- 
ment for MMPI statements and mental 
status items related in a partial fashion, how- 
ever, varied with the frequency of occurrence 
of the mental status item. Mental status items 
that were infrequently reported had a low per- 
centage of agreement with their correspond- 
ing MMPI statements. Conversely, fre- 
quently reported mental status items 
produced the highest percentage of agreement 
with the overlapped MMPI statements. 

As noted earlier, no mental status items in 
the categories Speech, Facial Expression, and 
Insight were overlapped by MMPI state- 
ments. In the category Attitude, only the item 
Suspicious, which occurred in 36 patients, 


TABLE 2 


Percentage of Mental Status Items Overlapped by 
MMPI Statements 


PERCENTAGE 
` NUMBER OF OF ITEMS 

CATEGORY ITEMS OVERLAPPED 
Attitude 471 - 9 
Dress and habits 5 40 
Motor behavior 9 33 
Speech 5 0 
Facial expression 7 0 
Affect 5 20 
Mood 7 86 
Thought processes 11 9 
Thought content 15 100 
Perceptual disorders 5 20 
Conversion and somatization ’ 3 67 
Physical symptoms 16 69 
Intellectual functioning 18 28 
Insight 3 Q 
Total 120 40 
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was overlapped even in a partial manner by 
the MMPI statement “It is safer to trust no- 
body.” The agreement between the patients’ 
MMPI responses and the mental status rating 
on these items was only 18 percent. In the cat- 
egory Affect, the mental status item Fearful 
occurred in only 20 patients. The overlapping 
MMPI statement was related in a partial 
manner, and the agreement was 24 percent. 

In a similar manner, the mental status item 
Flight of ideas within the category Thcught 
Processes occurred in 14 patients and wes re- 
lated in a partial manner to the overlapping 
MMPI statement. The degree of agreement 
(14 percent) was also low. Within the zate- 
gory Dress and Habits two MMPI statements 
related in a total fashion to the specific men- 
tal status item Use of alcohol. The amount of 
agreement between the two MMPI state- 
ments and this item was 61 and 50 percent re- 
spectively. Concerning another personal 
habit, Illegal use of drugs, the agreement 
reached 74 percent with the one MMPI state- 


ment “Except by a doctor’s orders, I never 


take drugs or sleeping powders.” 

In the category Motor Behavior the spe- 
cific items Increased motor behavior and Un- 
usual motor behavior agreed with their over- 
lapping MMPI statements—6l and 96 
percent respectively. Also within the category 
of Motor Behavior the specific mental szatus 
item Compulsive acts was overlapped by 
three MMPI statements. Compulsive behav- 
ior was not observed among the subjects; 
however, 20 to 40 percent of the patients en- 
dorsed the MMPI statements that were 


` judged to relate to the item Compulsive acts. 


Thus these three MMPI statements tend ‘to 
(71] 
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TABLE 3 


Percentage of Agreement Between MMPI Statements 
and Mental Status Items 





PERCENTAGE 
OF AGREEMENT 


NUMBER OF 
CATEGORY STATEMENTS MEDIAN RANGE 
Mood 24 49 3-66 
Thought content 76 42 12-86 
Perceptual! cisorders ; 8 54 44-63 
Conversion and somatization 30 18 4-72 
Physical symptoms 17 61 21-87 
Intellectual functioning 18 62 16-71 


point ouz potential symptoms not uncovered 
in the mental status examination. 

Percertage of agreement for the remaining 
six mental status categories is summarized 
in table 3. All categories except Perceptual 
Disorders had a wide range of agreement. The 
categories of Physical Symptoms and Intel- 
lectual Functioning had the highest median 
percentage of agreement with the overlapping 
MMPI statements. All of the mental status 
items within the category Conversion and 
Somatization had a low frequency of occur- 
rence and also were related in a partial fash- 
ion to the overlapping MMPI statements. 
Thus the resulting agreement between the 
MMPI statements and the mental status 
items in this category was poor. 


Discussion 


In this study MMPI statements were 
judged to overlap only 40 percent of the men- 
tal status items, and agreement between the 
rationally equivalent pairs of items ranged 
from three to 87 percent when the same 100 
psychiatric patients were evaluated with both 
procedures. While such findings may be sur- 
prising, it must be remembered that despite a 
number of similarities in content and purpose, 
the two procedures are quite different. 

The MMPI consists of a fixed number of 
true-false questions that the patient relates to 
himself without outside interpretation or clar- 
ification. These statements concentrate on the 
patient’s attitudes, beliefs, feelings, thoughts, 
and preferences. Many items are vague and 
without temporal reference. Each item re- 
sponse is subject to the patient’s under- 
standing, motivation, and highly subjective 
interpretation. On the other hand, the mental 
status examination ‘is an open-ended, highly 
interpersonal interview situation in which any 
unusual responses by the patient can be im- 
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mediately explored and from which the psy- 
chiatrist makes judgments about the patient. 
These judgments may or may not accord with 
what the patient might say about himself, and 
they are specifically directed toward an eval- 
uation of the patient’s current status. 

Differences in content emphasis between 
the two procedures are illustrated by the fact 
that no item overlap occurred in the mental 
status categories of Speech, Facial Expres- 
sion, and Insight. Some overlap occurred in 
the areas of Attitude, Dress and Habits, Mo- 
tor Behavior, Affect, Thought Processes, Per- 
ceptual Disorders, and Intellectual Function- 
ing. The areas of greatest overlap were Mood, 
Thought Content, Conversion and Somatiza- 
tion, and Physical Symptoms. 

One possible explanation for the low degree 
of overlap is that the MMPI statements 
might have been. misclassified. The judgments 
were quite arbitrary and were made by clini- 
cians. As Hathaway and McKinley pointed 
out in their original grouping of MMPI state- 
ments into 26 categories, there is room for er- 
ror (6). Another possible explanation is that 
the mental status examination did not contain 
enough items or the proper items. Perhaps if 
this same study were repeated using a longer _ 
mental status form (7, 8), more overlap would 
be found. The mental status form used in this 
study was chosen because it suited the needs 
of clinicians at Walter Reed General Hospi- 
tal, where there is a rapidly changing patient 
population and the emphasis is on differential 
diagnosis. 

It may also be that the statistical approach 
used was too limited. A “shotgun” correla- 
tion of all 120 mental status items with all 550 
MMPI statements might have produced dif- 
ferent results. This approach was discarded 
because of the high probability of finding 
some of the more than 12,000 comparisons to 
be statistically significant due to chance 
alone. The content of the MMPI statements 
might not clinically relate to the mental status 
items and, again, an arbitrary clinical judg- 
ment would be involved. 

At Walter Reed General Hospital the 
MMPI is used as an adjunct to diagnosis. 
Clinicians have developed an appreciation for 
relating the profiles to their individual 
patients. The MMPI may uncover significant 


‘symptoms or complaints that are not recog- 


nized in the initial interview. By endorsing 
particular MMPI statements, patients can ac- 
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knowledge certain problem areas that they 
cannot discuss in their interpersonal inter- 
views. The psychiatrist’s exploration with the 
patient of any bizarre or unusual responses to 
the MMPI statements can be most enlight- 
ening and sometimes facilitates diagnosis. 

This study should in no way be construed to 
detract from the pioneering contributions of 
Finney, Fowler, Gilberstadt, Glueck and Rez- 
nikoff, and Swenson and others, who have 
produced automated - MMPI .exam- 
inations (9-13). It is important to note that a 
comparison of the content similarity between 
the MMPI statements and the mental status 
items, or of the degree to which patients and 
psychiatrists agree in ascribing such items to 
patients, may have little to do with current ac- 
tuarial use of the MMPI in patient eval- 
uation. While it may be clinically helpful to 
attend to specific MMPI content, as in the 
clinical use of critical items that have been an- 
swered in a deviant manner, few current ac- 
tuarial uses of the MMPI pay attention to the 
content per se. The actuarial uses relate sim- 
ply and empirically specific MMPI perform- 
ance characteristics to other behavioral 
events or to other independent judgments 

‚concerning the patients. 

The results of this study suggest, however, 
that clinicians must take cognizance of the 
differences between the MMPI examination 
and the clinical interview. Marked differences 
exist in the procedures, and while they tend to 
complement each other, the attempt to substi- 
tute one for the other should be discouraged. 
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APPENDIX 1 
Sample Category from 
Walter Reed Mental Status 
Examination* 


MOOD (Subjective patient report of his feeling 
tone over time) 


43. 
44. 


Apathy—lack of feeling tone. 

Mood elevated—patient’s subjective elevation 
of spirits. 

Mood depressed—patient’s subjective lower- 
ing of spirits. 

Mood labile—inordinate variability of sus- 
tained subjective feelings. 
Cyclothymic—periodic excessive variation of 
subjective feelings. 

Uneasiness—an uncomfortable, painful, fore- 
boding subjective feeling (if cause is known, it 
would be defined as fear and if the cause is un- 
known, defined as anxiety). 

Diurnal variation—regular shift in subjective 
feeling in a 24-hour peiod. 


45. 
46. 
47. 


48. 


49. 


* Each item is defined for the examiner. Room is 
left on the scoring form for verbatim recording of 
narrative information, and each item is expected to 
be scored on a scale of severity from 0 tc 4 (0 = 
none, 1 = minimal, 2 = moderate, 3 = severe, 4 = 
extreme). 
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Change of Command in Combat: A Locus of Stress 


BY DOUGLAS R. BEY, JR., M.D. 


In the military a change of command is par- 
ticularly stressful for the members of the unit 
involved. A comparison of units, some of 
which showed few increases in the indices of 
organizational stress and some of which 
showed great increases, revealed a relation- 
ship between the administrative style of the 
departing commander and the amount of 
stress experienced by the unit. The author de- 
scribes methods used in the Army’s First In- 
fantry Division to help prevent excessive 
stress during the replacement period. 


SYCHIATRIC PROGRAMS in the military, as 

well as in the civilian community, have 
increasingly emphasized prevention. The ad- 
vances in our understanding of family, group, 
and organizational dynamics have enabled 
psychiatrists in Viet Nam to study and to de- 
velop techniques for primary prevention 
within the well-organized structure of the mil- 
itary community. High-risk individuals and 
predictable stress periods within combat units 
have been identified and reported (l-10). 
Some techniques have been described to pro- 
tect these soldiers and’ their units (2, 3, 11). 
This paper will describe one period of in- 
creased stress in the life of combat units—a 
change of command. I will report the stress 
experienced by field units during a change of 
command and explore the dynamics of this 
period and our efforts to reduce this stress in 
the Army’s First Infantry Division. 


Development of Preventive Measures 


In World War I Salmon demonstrated that 
fewer losses for psychiatric reasons occurred 
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wien men were treated near the front soon af- 
ter they developed symptoms and when the 
treating physicians anticipated the return of 
these men to duty (12). Hausman and Rioch 
later coined the terms “immediacy, prox- 
imity, and expectancy” to describe these prin- 
ciples (13). These lessons were overlooked in 
World War II until evacuations of men for 
psychiatric reasons became a Serious threat to 
the war effort, at one point outnumbering en- 
listments and equaling.a division per month 
for the European Theater (14). William Men- 
ninger (15) noted the important connection 
between a psychiatric diagnosis and the asso- 
ciated prognosis and that a diagnosis of 
“combat exhaustion” was used for soldiers 
who developed psychiatric symptoms in the 
combat area: (Menninger noted that in war 
‘psychiatrists treated normal reactions to an 
abnormal situation.) Menninger further sup- 
ported the principles of Salmon by assigning 
psychiatrists to infantry divisions starting in 
March 1944. He indicated that “the most im- 
portant functions of military psychiatry are 
primarily preventive...” (15, p. 337). Divi- 
sion psychiatrists were from the outset given 
staff positions and instructed to serve as com- 
mand consultants as well as to provide direct 
services within their units (15). 

During World War II the important role of 
paramedical personnel in providing psychiat- 
ric service was demonstrated (16). Spiegel de- 
scribed the tremendous supportive function of 
the combat group for its members and noted 
that men seemed to continue to fight not out 
of hatred for the enemy but rather out of love 
for their fellow soldiers (17). Appel and Beebe 
studied the relationship between the duration 
of combat stress and the onset of psychiatric 
symptoms. Glass reported their unpublished 
data, which noted that infantry troops after 
100 days of intermittent exposure to battle 
began to show symptoms of “combat ex- 
haustion”’ (18). 

. The Mental Hygiene Consultation Service 
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in U.S. training facilities was initiated in 
1942, with emphasis on unit consultation and 
the development of preventive programs (19). 
In 1947 the Army started its formal training 
program for social work/psychology tech- 
nicians (20). 

Caldwell and Glass initiated division psy- 
chiatric programs immediately with the onset 
of the Korean campaign. Studies of the ef- 
fects of brainwashing further substantiated 
the importance of group support in enabling 
the individual soldier to tolerate stress (21). 
Epidemiological studies by Glass demon- 
strated that the development of psychiatric 
symptoms was more closely related to the 
emotional climate of the unit and to factors of 
secondary gain than to the time spent in com- 
bat (18). Glass also observed that older, less 
experienced, and less educated soldiers were 
at high risk for the development of psychiat- 
ric symptoms (18, 22). 

Parrish further developed programs of pre- 
ventive psychiatry in the United States and in 
Viet Nam. He observed that the individual 
soldier’s symptoms were often a reflection of 
increased stress within his unit rather than a 
manifestation of individual pathology (23). In 


1963 Gen. Westmoreland urged commanders . 


to use military psychiatrists as personnel 
management consultants (24). With -this 
background and with the inclusion of family, 
group, and organizational dynamics in the 
curricula ‘of many psychiatric training pro- 
grams, psychiatrists in Viet Nam were able to 
describe high-risk individuals and periods of 
increased stress within combat units and to 
develop some techniques for the primary pre- 
vention of psychiatric casualties within their 
divisions (2, 3, 9-11, 24, 25). 


Monitoring Unit Stress 
In the First Division, as’ previously de- 


scribed (11), we monitored each month for 
each battalion in the division the number of 


‘sick-call referrals (non-effective rate), mental 


hygiene referrals, complaints to the inspector 
general, administrative discharges, Article 
15s, court martials, accident rates, venereal 
disease rates, and the incidence of vivax ma- 


laria.! We observed that several company-: 


' The malaria rate was used as a “command indicator” 
because the incidence of vivax malaria directly reflected 
whether or not the men had taken their chloraquin 
primaquine tablets, a function of discipline and morale. 
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sized units showed a marked increase in 
organizational symptoms following the re- 
placement of their company commanders. 
We also observed that other units showed 
some elevation in these indices of organiza- 
tional stress, while still others showed slight 
or few signs of stress. 

Psychiatry’s interest in the identification of 
stress periods and primary prevention is fairly 
recent. However, these periods have been 
known intuitively for centuries, and society 
has provided ways of reducing stress for the 
individual. For example, baptisms, commu- 
nion, weddings, and funerals are ceremonies 
provided by the church to help reduce the 
stress of birth, adolescence, marriage, and 
death. Organizations and institutions as well 
have intuitively developed ceremonies and rit- 
uals to cope with stress. The military is no ex- 
ception, and the change of command cere- 
mony represents such an attempt to ri-ualize 
and to reduce the organizational stress during 
this significant replacement period. The unii’s 
colors are passed to the incoming commander 
and a party is held for the old commarder in 
which the unit has its “last supper” together 
and presents the outgoing commander with 
farewell gifts. l 

In consulting with units, some of which 
showed little and some of which showed great 
stress during this period, some differences in 
command were observed. We noted that the 
interaction between the unit experiencing a 
change in command and the departing com- 
mander appeared to be greatly affected 3y the 
administrative style of the commander prior 
to his leaving. Units whose commanding off- 
cers became informal and lax in their disci- 
pline prior to the change of command and 
units that tended to idealize their commander 
showed more evidence .of stress during and 
following the change of leadership period. 
This was very obvious in some extreme exam- 
ples. One excellent documentary cor- 
cerning the stress experienced by the combat 
unit during this period was contained in a 
Special Report, “The World of Charlie Com- 
pany” televised by the Columbia Broad- 
casting System. The unit idealized the depart- 
ing captain and regarded his replacement 
with distrust, suspicion, and hostility. The 
unit initially refused to follow the new zom- 


‘ mander’s orders, but after a- period of de- 


creased effectiveness and increased stress, the 
infantry company accepted him. 
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The Dynamics of Change of Command 


As noted in a previous paper, the combat 
company is a vitally interdependent group 
whose safety depends on group integrity and 
on its leadership. As we know from studies of 


individual and group dynamics, change in it-’ 


self produces uncertainty and evokes a basic 
fear of loss. The unit commander is, by virtue 

of his position, responsible for the lives of his 
-= company’s soldiers. Not only is he respon- 
sible for their clothing, food, shelter, punish- 
ment, privileges, and discipline, but he must 
also make day-to-day decisions that may re- 
sult in their survival or death on the battle- 
field. Thus, the unit views the departure of its 
commander as a significant loss of an impor- 
tant figure. It represents the loss of identity of 
the unit itself, as developed under the com- 
mander’s leadership. Strong negative as well 
as positive feelings toward the departing 
leader are evoked. This situation is akin to the 
termination of any close, significant relation- 
ship. 

In the units where the soldiers showed con- 
siderable stress and difficulty in assimilating 
the new leader during the replacement period, 
the departing commander seemed to make an 
unconscious effort to keep down their angry 
feelings. More specifically, the leader tended 
to loosen his controls, to give additional privi- 
leges, awards, and gifts to his unit. The unit 


encouraged this tendency by praising him, . 


joking about his extension of privileges, and 
expréssing apprehension about his successor. 
The leaders of these companies provided little 
opportunity for their units to express their 
angry feelings of abandonment. For example, 
hints by the unit members that they would 
forget him following his departure evoked 
further privileges from the commander. At 
the same time these leaders left the less agree- 
able disciplinary duties to their successors. 
Frequently they tended to over-brief their re- 
_placements and in some instances they sup- 
ported the units’ apprehension of their suc- 
cessors. An example of this process from the 
First Infantry Division will illustrate these dy- 
namics. 


Case Report 


Capt. X was preparing to end his.tour. He had 
done a fine job commanding his combat unit, 
which was highly regarded for its efficiency. As his 
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date of departure approached, he began to be cyni- 
cal and critical of his own commanding officer, Lt. 
Col. Y, and of the “system” in general, He became 
informal in his relationship with the enlisted men 
of his company and began frequenting their quar- 
ters and inviting them to his hooch for bull ses- 
sions. The content of these sessions often centered 
around the ignorance and nit-picking of Lt. Col. Y. 

Capt. X’s unit felt that Capt. X was a rare off- 
cer who understood and took the side of his unit. 
On the other hand Lt. Col. Y was seen as being the 
source of all of the “harassment” in the unit. The 
unit was apprehensive regarding Lt. Col. Y’s 
choice of replacement for Capt. X. They feared he 
would select someone like himself who would be 
punitive toward them; rumors circulated that Lt. 
Col. Y was sending up “‘a tough guy to shape up 
the unit.” 


The night the new commander, Capt. Z, took - 


command a claymore mine was triggered in his 
hooch and a note was posted warning him “‘not to 
try any chicken shit with this unit.” For a turbulent 
period of several weeks any order from Capt. Z 
was regarded as “harassment” and was resisted by 
the unit. The parameters of organizational stress 
described previously showed an abrupt increase. 
The unit’s irrational fear and negative feelings 
toward the new leader gradually decreased in in- 
tensity to the extent that after a month the com- 
pany men began to observe some of his many posi- 


‘tive qualities. As this occurred Lt. Col. Y again 


became the focus of angry comment. Capt. Z was 
seen as not being so bad but as having had the mis- 
fortune to have Lt. Col. Y as a commander. In two 
months the unit returned to its previous level of ef- 
ficiency, and the indices of organizational stress re- 
turned to their pre-replacement levels. During the 
replacement period one suicide occurred in the 
unit, and several men with characterological prob- 
lems were referred to division psychiatric facilities 


- for evaluation and treatment. 


In this extreme example one can see how 


.Capt. X’s relationship with his unit prior to 


his departure appeared to be directly related 
to the difficulties the company experienced 
when he was gone. He unconsciously avoided 
the negative feelings that his leaving engen- 
dered in his company. By loosening his con- 
trols and by becoming a “‘buddy” to his men 
Capt. X made it difficult for them to express 
any feelings other than positive ones for him. 
Further, Capt. X provided the unit a scape- 
goat for their angry feelings, Lt. Col. Y. 
When Capt. Z replaced the idealized Capt. X, 
he was the immediate recipient of all of the 
angry feelings that the unit could not express 
toward Capt. X. 

. In other units we visited during and follow- 
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ing changes of command there was little 
stress. These commanders had learned or 
knew intuitively the value of tightening their 
controls and providing ways to allow their 
men to express their angry feelings prior to 
their departure. In discussing our observa- 
tions regarding change of command with 
these leaders, they indicated that our explana- 
tions made sense‘to them but that their ad- 
ministrative style had not been guided by a 
dynamic understanding of the change of com- 
mand period. Most said they were not aware 
of doing anything different from usual prior 
to leaving. Several said that they had made a 
special point of taking care of any unpleasant 
duties (usually disciplinary) before leaving so 
as not to leave their “dirty wash” for the in- 
coming commander. 


Primary Prevention 


Informally and through our consultations 
with our division’s units we made a point of 
discussing with commanding officers the im- 
pact of their leaving on their units. We dis- 
cussed the dynamics of the replacement pe- 
riod and pointed out some examples of how 
other commanders dealt with it within their 
units. We illustrated the effect of adminis- 
trative styles on the unit in terms of organiza- 
tional stress and the company’s effectiveness. 
In this informal way we learned from the ex- 
pertenced commanders. We served as dissem- 
inators of information by sharing the experi- 
ences of the commanders and in addition 
cffered our experiences with regard to the 
fsychodynamics inherent in terminating and 
changing therapists in individual and group 
psychotherapy. 


In addition, we shared our findings with the- 


battalion surgeons as part of their orientation 
when they arrived in the division. We also 
published our observations in the division’s 
command health report and in the USARV 
Medical Bulletin. We do not have hard data 
to support our contention that our efforts 
served to prevent psychiatric casualties within 
our division’s units, but our observations of 
the indices of organizational stress appeared 
to us to support our contention that these ef- 
forts were worthwhile. 

Finally, we were again made aware of the 
principle that in the military an increase in 
psychiatric referrals was more often a reflec- 
tion of organizational stress in a unit than an 
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indication of an epidemic of mental ill- 
ness (12). 
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DISCUSSION 


Perry B. Bacu, M.D. (San Diego, Calif.)—--Dr. 
Bey’s paper presents a useful review of the liter- 
ature on the preventive aspects of military psy- 
chiatry and focuses our attention on their practical 
application in a specific, potentially stressful situ- 
ation. The review of the literature concisely de- 
scribes the development of primary preventive psy- 
chiatry within the Army, leaving the reader with a 
feeling of.orderly progression and the acceptance 
of preventive psychiatry throughout the military. 
Regréttably, this is not so. 

The Army is unique among the military services 
in its use of primary preventive psychiatry; the 
‘Navy and Air Force only infrequently use psy- 
chiatrists on active duty as consultants, either at 
command levels or in operational units. In fact, 
psychiatrists are most frequently used in secondary 
prevention or in ‘‘psychiatric military duty” (1, 2). 
This is a reflection of both structural and philo- 
sophical differences among the services, so it is 
only with extra effort and expertise that Navy and 
Air Force psychiatrists (especially the noncareer 
officers) are able to intercede meaningfully at com- 
mand levels to effect primary prevention programs 
and policies. _ 

Other problems and limitations of the Army’s 
preventive psychiatry approach have been dis- 
cussed by Friedman (3). 

The idea of monitoring stress within units and of 
applying this by providing guidance to those units 
which need it most is a significant contribution to 
military psychiatry. A basic assumption under- 
lying this approach is that the military command is 
receptive to psychiatric consultation and welcomes 
any contribution. In reality, this reception varies 
greatly with the military commander, the branch 
of service, the psychiatrist, and the circumstances 
in which they come together. 

The discussion of the dynamics of changing 
command and of the potential for stress illustrated 
both the difficulties and the positive aspects that 
can occur. The difficulties suggest that insufficient 
thought or planning is given to the most effective 
manner of changing command. The Navy finds it 
useful to have the current and prospective com- 
manding officers overlap with a “turnover” period. 
Many squadrons have a man serve as the executive 
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officer one year, becoming the commanding officer 
in the same unit the following year. The Marine 
Corps, however, frequently assigns officers to units 
without any apparent forethought regarding 
change of command. An officer may arrive at his 
duty station only to find that he outranks the cur- 
rent commander, that he is now in charge, and 
that no preparation has been made for either the 
old or the new commanding officer, let alone the 
unit and its men. 

Dr. Bey noted that society has traditionally pro- 
vided rituals for stressful periods. One example 
specifically related to change of command can be 
found in the Bible, when Moses turned over his 
command to Joshua (4). The announcement of the 


‘change, the appointment of the successor, reas- 


surances of continued guidance from Above, a re- 
view of the past and the prospects for the future 
(including both the positive and negative aspects of 
each), and permission to grieve associated with an 
obligation to support the new leader and to con- 
tinue the mission are all spelled out in detail and 
could serve as a model. 

We must therefore question why changes in 
command have not been adequately ritualized or 
become consistent and effective. The answer may 
lie in the uniqueness of each military service, the 
circumstances surrounding each change, and the 
needs of the specific officers. In the Navy aboard 
ships, it is especially important that leadership be 
continuous and flow evenly from one commander 
to the next. In the Marines, it may be more impor- 
tani for the men to relate most strongly to their 
unit as a whole rather than to specific individuals 
who temporarily act as their leaders. The consult- 
ing psychiatrist must therefore consider the needs 
of the particular operation or mission before prac- 
ticing preventive psychiatry in a civilian sense, as 
well as focusing on the feelings and needs of the in- 
dividual commanders as they arrive and depart. 

Dr. Bey’s paper is informative and useful. My 
only major regret is that it is directed to a group of 
psychiatrists rather than to military officers. The 
information it contains will only be useful when 
those who have the most to gain from it, namely 
the military services, are receptive and willing to 
provide the necessary structure to transmit it in an 
effective manner. 
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A Comparison of Amok and Other Homicide in Laos 


Past studies of amok have focused on the 
psychopathology of incarcerated survivors; 
this study, which compares amok with other 
forms of homicide in Laos, emphasizes social 
factors as well. Results indicate that objective 
criteria can be developed for amok and that 
certain social variables concerning the hom- 
icidal person also distinguish between amok 
and other homicide. However, psychological 
characteristics prior to amok did not vary sig- 
nificantly for the two groups. 


ee 


MOK, a Malay word meaning “to engage 

furiously in battle,” refers to those in- 
stances in which a person. suddenly and unex- 
pectedly begins an indiscriminate assault on 
those about him (1). Bladed weapons have 
traditionally been employed for amok in 
southeast Asia. Recently, however, the liter- 
ature records the use of rifles by Indonesian 


` soldiers (2) and the use of Thompson subma- 


chine guns by Filipino soldiers (3). 

Studies on the psychiatric aspects of amok 
have focused on the person who has run 
amok (2-16). With the exception of Burton- 
Bradley’s work (17), the social context of 


the amok event has received little atten- ` 


tion. In the present study, the social con- 
text as well as the individual is emphasized. 
Comparison with other forms of homicide 
demonstrates the elements characteristic of 
amok homicide in Laos. 
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Method 


Informants from prior fieldwork in Laos 
were asked to locate instances of amok and 
other homicide. Interviews were then held 
with village and district leaders (naiban and 
tasseng), Buddhist monks in the area. and 
medical personnel. Relatives, friends, and 
neighbors of the homicidal persons and their 
victims were also contacted. In.five instances, 
both the slayer and his prison guards were in- 
terviewed. The number of informants per 
homicidal event varied from three to eight 
persons. Throughout the data collection, 
cOmmunication occurred almost exclusively 
in the Lao language without translators. The 
cases originated mostly from the Vientiane 
district, an area with a population of about 
200,000. 


Results 


A total of 32 homicidal cases were ob- 
tained. Twenty of these were amok events, 
and 12 were non-amok homicides. Since the 
term amok contains strongly subjective ele- 
ments (“suddenly and unexpectedly begins an 
indiscriminate assault”), we shall look first at 
the two types of events to see whether they do 
indeed differ from each other by objective cri- - 
teria. Then we shall examine the homicidal 
persons. 


The Homicidal Event 


Weapon. During recent years in Laos, 
amok persons have generally employed the 
grenade, a weapon that randomly kills and 
maims (see table 1). Of 20 amok cases, only 
two persons employed the traditional bladed 
weapons. In contrast, non-amok homicides 
generally occurred by gunshot, a more selec- 
tive method. Choice of weapon discriminated 
between the two types of homicide at a highly 
significant level (p <.005; x? =22.18). 
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TABLE 1 


Comparison of Amok and Non-Amok 
Homicidal Events 





CHARACTERISTIC AMOK NON-AMOK 
Weapon 
Grenade 18 0 
Gunshot 0 8 
Other* 2 4 
Location 
Least crowded 1 5 
Medium crowded > 8 5 
Most crowded 11 2 
Morbidity** 
Range 0-30 0 
Mean 6.23 0 
Standard deviation 8.74 | 0 
Mortality 
Range 1-16 . 1-2 
Mean 4.22 1.33 
Standard deviation 3.72 .50 


* Of two amok cases, both used bladed weapons; of four non-amok 
cases, one used a knife, one used strangling. one used beating, 
and one used poison, 

** Nonmortal wound. 


Location. Various locations where the 
homicides occurred were rated according to 
their general crowdedness (see table 1). 
“Least crowded” locations included the for- 
est, vegetable garden, and. rice paddy. The 
home, where several people usually live in two 
or three rooms separated by bamboo matting, 
was rated as “medium crowded.” Temple fes- 
tivals, army camps, public streets, and the- 
aters were designated as “most crowded.” 
Amok homicides generally occurred in 
crowded public places, while non-amok homi- 
cides predominated in secluded settings 
(p<.006; z=2.91, by linear.regression test). 

Morbidity and mortality. Reflecting the 
choice of weapon and location, morbidity and 
mortality for each type of homicide showed 
significant differences (see table 1: for mor- 
bidity, ¢<.01; df=30, by Student’s two-tailed 
t test; for mortality, p<.02; df= 30, t=2.46, by 
Student's two-tailed t test). In the 12 non- 
amok cases, dead victims numbered between 
one and two; no cases where the victim was 
wounded occurred. On the other hand, the 20 
amok cases averaged 4.2 dead victims (ex- 
cluding the amok person). and 6.2 wounded 
victims, a mean total of more than ten victims 
per evert. 


The Homicidal Person 


Demography. The mean age of amok per- 
sons wes several years younger than that of 
other homicidal persons (see table 2); statisti- 
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cal testing indicated that this age difference 
was significant (p<.05; df = 30, t ='2.263, by 
Student’s two-tailed t test). Also, amok per- 
sons were mostly on active duty with the mili- 
tary (p<.05; x?=3.880, by Fisher). Con- 
versely, non-amok persons (who frequently 


_had access to ordnance via their paramilitary 


role in the militia) tended to work as civilian 
farmers, merchants, or government function- 
aries. Other demographic variables (sex, eth- 
nicity, marital status, and education) did not 
show significant differences. 

Social and geographic mobility. Amok per- 
sons differed from their fathers in occupation 
more often than did the non-amok group 
(p<.05; x*=4.44, by Fisher; see table 2). In 
addition, amok persons were more apt than 
non-amok persons to be living somewhere 
other than their birthplace (p <.006; x? = 7.82). 
While both groups had more education than 
their.fathers, they did not vary significantly 
from each other on this variable. 


Premorbid personality characteristics. The 


TABLE 2 


Demographic Comparison 
of 32 Homicidal Persons 


CHARACTERISTIC AMOK NON-AMOK 


Sex 
Men 20 
Women 0 
Ethnicity . 
Lao 16 
Tribal 4 
Marital status 
Single 8 
8 
3 
1 


—_ 
-è ak 


Married 

Divorced 

Widowed 
Education 

O years 9 

1-3 years 5 

4-6 years 6 
Educational mobility 

More than 6 years 0 

Same as father* 9 

Greater than father 11 

Less than father 0 
Age 

Range 

Mean 

Standard deviation 
Occupation 

Soldier 15 4 

Other** . 5 8 
Occupational! mobility 

Same as father 2 6 
Different from father 18 6 

9 
3 


ONTAN Who O m Oo os 


Residence at time of homicide 
Same as birthplace 
D:fferent from birthplace 15 


*Within one year. 


**includes farmer, merchant, student. housewife, and government 
worker. 
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TABLE 3 


Comparison of Morbid Characteristics 
of 32 Homicidal Persons 





CHARACTERISTIC AMOK NON-AMOK 


Premorbid personality 
Personality disorder 1 
“Normal” 
Unknown 

Precipitating event 
Marital conflict 
Girl-friend problem 
Death of wife 
Gambling losses 
Public argument 
Robbery 
Unknown 

Alcohol usage 
Drinking 
Not drinking 

Postmorbid 
Suicide 
imprisonment* 
Other** 


* One amok case subsequently became psychotic in prison and was 
released to his family. 
** Of five amok cases, four escaped capture and one was imprisoned 
and later shot while attempting to escape. Of two non-amok 
cases, both escaped capture. 
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homicidal persons were assigned by the au- 
thor to diagnostic categories based on histori- 
cal reconstructions of their lifetime behavior 
prior to the homicidal event (see table 3); the 
assessment of the slayers’ cultural peers 
weighed heavily in this diagnostic cate- 
gorization. Insufficient data on the previous 
lives of three amok persons would not allow 
complete assessment, though no history of 
psychosis or convulsions was obtained for 
them. 

Both groups had a high rate of personality 
disorder (emotionally unstable, immature, so- 
ciopathic); however, none was so disordered 
as to have been incarcerated or excluded from 
tne military. Many were also viewed by their 
reference group as “normal.” The two groups 
did not differ significantly for premorbid 
state. 

Only one person had a psychotic disorder. 
This amok person (tabulated as “normal” 
premorbid) lapsed into a psychotic state in 
prison within hours following the amok event. 
He has remained thus incapacitated for 12 
years. None had a convulsive disorder. 

Precipitating event. In most cases the 
homicidal event could be related in time, 
place, and social context to a prior event. The 
two groups did not vary statistically for these 
events. Marital problems and girl-friend 
problems commonly occurred before either 
event. However, gambling losses preceded 
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only amok, and robbery preceded enly non- 


-amok homicide. Public arguments were more 


common before amok events. 

Alcohol usage. Drinking behavior by the 
homicidal person accompanied amck events 
more often than it accompanied other homi- 
cides (see table 3; p<.05; x?=3.880, by 
Fisher). Gambling and public arguments al- 
ways happened in the drinking context, 
whereas robbery never did. No such tzend was 
noted for domestic or romantic quarrels; 
these took place in either the sober or drink- 
ing state. 

Postmorbid outcome. Despite similarities 
in premorbid personality and precipitating 
event, the groups differed significantly in the 
events following the homicide (see table 3; 
p<.03; x?=7.5). Amok persons tended to 
commit suicide during or soon.after tne amok 
event; a few were imprisoned, assassinated, or 
escaped. Most non-amok slayers went to 
prison; a few escaped or committed suicide. 


Discussion 


The homicidal event. The homicidzl events 
themselves suggest that a valid separation can - 
be made for the two types of homicide. Amok 
generally involves the use of the most destruc- 
tive ordnance available, such as the grenade. 
It occurs mostly in crowded places. Data 
from the Ministry of the Interior in Laos 
show that this form of homicide is signifi- 


cantly more likely to occur on weekends and 


between 7:00 p.m. and midnight—times when 
people leave their individual work tasks and 
congregate as families, friendship groups, and 
festival crowds (18). By contrast, other homi- 
cides are effected mostly by gunshot in se- 
cluded places at times when people are less 
likely to congregate. The number of victims 
also powerfully differentiates between the two 
types of homicide: more than two victims sug- 
gests amok, while two or fewer victims sug- 
gests non-amok homicide. 

The homicidal person. Having shown that 
amok and non-amok homicides can be sepa- 
rated by objective criteria, we can examine 
the homicidal persons themselves. Amok per- 
sons tend to be younger people, far from their 
home village, and employed as soldiers (a 
job unlike that of their fathers). Non-amok 
persons are older, work at traditional jobs 
(more like those of their fathers), and live in 
their home village. One might infer, then, 
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that amok persons experience more. unfamil- 
iar stress while enjoying fewer traditional 
social resources to assist them through tur- 
moil. Role crisis may also be a factor here, 
for the younger amok men are often em- 
ployed at a task alien to them and their 
fathers. 

Insofar as past behavior is concerned, the 
groups bear a marked resemblance to each 
other. Some from both groups are described 
retrospectively by their reference group as 
mildly deviant in their previous social behav- 
ior; others are described as essentially ‘‘nor- 
mal.” Thus the people in either group cannot 
be dismissed as being psychotic. Indeed, only 
one person became psychotic, and this oc- 
curred in jail after the homicide. 

Events preceding the homicide show many 
similarities for both groups. Perhaps an argu- 
ment can be made that amok occurs almost 
exclusively following a personal “loss” (i.e., 
loss of wife, girl friend, money, or “face” in a 
public argument). Whereas about half of the 
other homicides followed a loss, the rest re- 
sulted from attempts at robbery. Alcohol us- 
age accompanied amok significantly more of- 
ten than other homicides. 

Self-destruction attended amok in more 
than half the cases. The few instances of psy- 
chosis and assassination of the homicidal per- 
son also followed amok. Non-amok homicide 
usually led to imprisonment, although a few 
persons subsequently committed suicide. In a 
few cases for both types of homicide success- 
ful escape resulted. 

Amok hypotheses. Observations of amok 
from other parts of Southeast Asia and 
Oceania bear remarkable resemblance to 
these data from Laos. Kline noted its ten- 
dency in Indonesia among “‘young or middle- 
aged males who are quite responsible individ- 
uals up to the time of running amok” (10). 
The occurrence of amok among isolated 
people at a distance from their home was re- 
corded by Amir in North Sumatra (4). Gal- 
loway remarked on the premorbid “blow to 
his self-esteem” among Malays(8); Van 
Wulfiten-Palthe also noted that “an intoler- 
ably embarrassing or shameful situation” of- 
ten preceded amok in Indonesia (14). Burton- 
Bradley (17) and Gimlette (9) remarked that 
the amok person, rather than acting ran- 
domly, chooses an appropriate series of cir- 
cumstances that lends itself to maximum 
mayhem. Zaquirre’s cases from the Philip- 
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pines were soldiers or veterans with access to 
military ordnance (3). These and other simi- 
larities in the world’s literature contribute to 
a cross-cultural psychosocial profile of amok: 


A young or middle-aged adult male, from peas- 
ant or lower-class origins and with little formal ed- 
ucation, has moved away from his birthplace to 
work at a job different from that of his father. 
While he has not had previous mental aberration, 
his past behavior patterns have evidenced imma- 
turity, impulsivity, poorly controlled emotionality, 
or social irresponsibility. ... Following the loss of 
wife or girl friend, a large sum of money, social 
prestige (or rarely, for no apparent reason) he sud- 
denly and unexpectedly strews death and injury 
about himself (19). 


While the observations of many investi- 
gators over several decades are unexpectedly 
alike, their explanations for the observed 
phenomena vary widely. Some authors attrib- 
ute a greater or lesser proportion of their 
cases to physical causes, including epilepsy 
(1, 3, 7), infections such as malaria or syphilis 
(2,5, 13), “a grave disease” (5), or a “toxic” 
process (14). Included in the suggested psy- 
chopathologic etiologies for amok are de- 
mentia praecox (13), schizophrenia (3), de- 
pression (5), “psychosis” (11, 14), fright (5), 
“sexual conflict” (14), hysteria (2), dissocia- 
tive reaction (6, 16), “mental upheaval” (9), 


and “psychical disturbance” (7). National 


character and racial predisposition have been 
implicated for this and similar disorders 
(7, 12, 20). This emphasis on physical and 
psychological causes for amok may be related 
to the time and place of examination of the 
amok person: virtually all subjects have been 
examined by investigators after the amok 
event, either in prison or in the hospital. How- 
ever, this is a markedly skewed sample since, 
as noted by Kline (10), most amok persons do 
not survive (or are not apprehended) and 
cannot be interviewed. 

This study, although it relies on retrospec- 
tive information derived mostly from collat- 
eral sources, is nonetheless based on data 
from a sample of all amok cases—including 
both cases in which the amok person survives 
(and perhaps escapes) and those in which he 
does not survive. Based on the premorbid in- 
formation available for this sample, the data 
to support physical and psychopathological 
etiologies are sparse indeed. Especially in 
contrast with other homicidal persons, the 
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determinants for amok appear to be primarily 
demographic and social. 

These findings support the “sociopsychody- 
namic explanation” proposed by Burton- 
Bradley (17). None of his amok subjects from 
Papua and New Guinea showed any evidence 
of physical disease, epilepsy, schizophrenia, 
or other mental disorder. All were illiterate 
men working as farmers, laborers, or arti- 
sans—sometimes at a distance from home. 
Amok behavior followed some slight or in- 
sult. Burton-Bradley posited that this violence 
served as “‘a means of deliverance from an un- 
bearable situation.” 

The dynamic of shame in anor has been 
advanced by Esser (6) and by Weidman and 
Sussex (15). The latter authors in particular 
presented a cogent argument for the impor- 
tance of loss of face in amok and other “‘cul- 
ture-bound syndromes” (15). They suggested 
that loss of social stature may be so over- 
whelming in some cultural groups that the in- 
dividual may feel utterly abandoned and help- 
less when it occurs. Projected rage may then 
be wrought on all those people in the immedi- 
ate vicinity. 

I would agree with Burton-Bradley (17) 
that amok may serve as a socially prescribed 
exitus from an irremediable problem. One 
might add that the problem may be “‘irreme- 
diable”? because of certain crucial social fac- 
tors (i.e, distance from supportive social 
groups, inadequate education and encultura- 
tion for metropolitan living, etc.), Certainly 
the rage projected against the social group, as 
posited by Weidman and Sussex (15), appears 
only too evident in the behavioral amok mes- 
sage communicated to his reference group by 
the amok person. Whether amok violence can 
be linked to a shame hypothesis awaits, in my 
opinion, the demonstration of shame as a use- 
ful cross-cultural concept (rather than merely 
another decorous but useless concept culture- 
bound to Western psychiatry). 

In sum, these data suggest that social vari- 
ables are more potent determinants of amok 
behavior than are psychopathological vari- 
ables. Youth, role crisis, separation from 
family and other social support systems, a re- 
cent ‘loss,’ and drunkenness play a larger 
role in the genesis of amok than does psycho- 
logical disorder. Attempts at prevention of 
such violence must focus on social systems 
and supportive institutions rather than on tra- 
ditional early case finding, diagnosis, and 
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psychiatric treatment. 
Conclusions 


Amok homicide can be distinguished from 
other homicide by objective criteria such as 
the large number killed and/or wounded, 
crowded location, time of day, and the choice 
of weapon. 

A recent loss (of wife, girl friend, money. 
prestige) generally precedes amok. Loss of a 
female companion precedes about half of 
other homicides; robbery occurs in associ- 
ation with the remainder. Alcohol usage oc- 
curs more frequently in association with 
amok than with other homicides. 

Despite similarities in premorbid person- 
ality, sex, education, marital status, ethnicity, 
parental education, and precipitating vent, 
the outcomes for the two groups differ 
markedly. The non-amok homicidal person 
kills one or twa people, then generally goes to 
prison. Amok involves an average of ten vic- 
tims, and the amok person generally commits 
suicide. 

Individual psychopathology does not pro- 
vide as parsimonious an explanation for 
amok as does the sociopsychological explana- 
tion. Furthermore, the premorbid “‘patkolog- 
ical? personality characteristics. are all too 
prevalent and mild to offer opportunity for 
prevention. Preventive measures could per- 
haps be implemented by stressing the social 
context of amok. 
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DISCUSSION 


LESLIE Y. CHENG, M.D. (Flint, Mich.)—I wish 
to extend my hearty congratulations to the author 
for a simple and clear presentation of his careful 
comparative study of amok and other homicide in 
Laos. 

The author describes the person who runs amok 
as an individual who engages in an occupation dif- 
ferent from that of his father, is in his mid-20s, is 
away from home, and who, after some drinking, 
- rather impulsively kills several people and injures 
several more people with a more than usually de- 
structive weapon in a crowded place. He usually 
commits suicide during or soon after the act. The 
author firds no difference in premorbid personality 
between zhe person who runs amok and the one 
who commits other kinds of homicide. The author 
concludes that preventive measures can be imple- 
mented only by stressing the social context of 
amok. 

Amok, as it was first described by Dennys in 
1894, was thought to be seen only among Malays. 
Later reports showed that amok was seen among 
Papuans and New Guineans. Nathan Kline, in his 
1963 paper on psychiatry in Indonesia (1), men- 
tioned that amok has an incidence as high in indi- 
viduals of Chinese origin as among the: Indone- 
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sians. With my Chinese background, I would like 
to suggest a possible relationship between this cul- 
turally conditioned abnormal behavior and child 
rearing in that particular culture. 

In the American culture, where a child grows up 
in a nuclear family of father, mother, and child and 
where even grandparents are excluded, personality 
development emphasizes the internalization of so- 
cial mores and ego ideal in the formation of the su- 
perego. Every interhuman relationship during 
these formative years is highly individualized. 
Guilt is the important governing emotion, and de- 
pression becomes one of the commonest psychiat- 
ric illnesses. 

In the Chinese culture the nuclear family is re- 
placed by the extended family, where in addition to 
uncles, aunts, grandfathers, grandmothers, grand- 
uncles, and grandaunts on both maternal and pa- 
ternal sides, the parents’ close friends and school- 
mates show almost equal interest, responsibility, 
and support of the child. The severe superego is 
shared to a marked degree with the group consent 
of members of the extended family, and guilt is 
shared by shame. 

Even in adult life, the group does not hesitate to 
exert control on the behavior of an individual and 
the individual readily and willingly accepts this 
group control, as is clearly evidenced in drinking 
customs at feasts. At a table of ten (the usual seat- 
ing arrangement); when one member shows he has 
had a little too much to drink by the slight shaking 
of his hands, overtalkativeness, loudness, or exces- 
sive exuberance, the nine other guests will tell him 
to stop drinking and turn his cup upside down. The 
ground does not hesitate to exert control, and the in- 
dividual accepts the group censure, usually with a 
weak protest. The internal conflict with the super- 
ego 1s externalized to a significant degree. 

Amok is homicide against a group of people 
who are often strangers and have no close personal 
meaning to the person who performs the homicidal 
act. Non-amok homicide is against an individual 
who represents a very personal meaning to the one 
who performs the homicidal act. Burton-Bradley, 
in an article on-the amok syndrome in Papua and 
New Guinea (2), emphasized the fact that a person 
who runs amok feels he is placed in a “shameful 
situation.” Dr. Westermeyer describes a person 
who runs amok as a young person who chose an 
occupation different from that of his father, was 
away from home, and tended to commit suicide 
during the act or shortly thereafter. Here one can 
see an emotionally immature person who is trying 
to extricate himself from parental influence, rebels, 
and gets himself killed. 

Langness (3) noted that many people who run 
amok are then killed by their “fellows.” He cited 
Ralph Linton as saying that when the Dutch made 
it illegal to kill the amok victim, no matter how 
many people he had eliminated, and ordered the 


Amer. J. Psychiat. 129:6, December 1972 


a all 


A 
B 


JOSEPH WESTERMEYER 


amok victim to be netted and sentenced to a life of 
hard labor, amok disappeared (3, p. 148). Failure 
to be killed by one’s “fellows”? during the act ap- 
peared to have defeated the psychological need of 
running amok. Running amok may be seen as a pe- 
culiar type of suicide where the individual puts 
himself in a situation where he is killed by his “‘fel- 
lows,” who provide the social mores and ego ideal. 

In the American culture only rarely do we wit- 
ness an occasional individual (who is usually 
psychotic) hiding himself in a secluded corner and 
killing innocent strangers who happen to come 
within his rifle range. This is quite different from 
running amok. The only instance in which Ameri- 
cans behaved somewhat similarly to running amok 
was the My Lai massacre. Gault (4) studied re- 
turnees from Viet Nam who felt that the enemy 
were everywhere and were not human. Langner, in 
his article “The Making of a Murderer” (5), de- 
scribed a young soldier in late adolescence who had 
a fear of killing his superior; he felt that those 
whom the Americans were protecting (meaning the 
Vietnamese) were turning against them. 

In a culture where a child is reared in an extended 
family structure, where many “fathers and moth- 
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ers” provide the ego ideal for the developing child, 
it is conceivable that intrapsychic conflict between — 
the ego and the superego is diluted and exists as 
projected into a realistic external conflict between 
the individual and the surrounding group of 
people. This is why “‘face-saving” is important in 
such a culture to a degree difficult for Americans 
to understand. This may also explain why depres- 
sion and suicide are not as common among the 
Chinese as among Americans. Running amok may 
be seen as the externalization of the conflict be- 
tween the ego and the “social” superego. 
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This Month’s Special Section 


Crisis Intervention 





Community Psychiatry and Emergency Service 


BY DONALD A. SCHWARTZ, M.D., AUDREY T. WEISS, AND 
JAMES M. MINER, M.D. 


The psychiatric emergency service at the Or- 
ange County (Calif.} Medical Center provides 
emergency service for periods from one to 
two hours up to a day or more on the unit. 
Comparisons were made between patients 
seen onl» once over the first four months of 
operation and those seen more than once dur- 
ing that period. Patients with acute situ- 
ational problems could be handled on a one- 
visit basis, often without hospitalization. 
Those with personality disorders (including 
alcohol and drug problems) came more fre- 
quently and were hospitalized more often. 


HE OUT-OF-HOSPITAL emphasis in com- 

munity mental health has led to the pres- 
ence in the community of increasing numbers 
of people who are subject to acute and some- 
times repetitive decompensation. The public 
is suppcsed to be learning to tolerate higher 
levels of mental illness in the community, but 
we have not yet learned to do so comfortably. 
One consequence is that whoever keeps the 
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gates of the hospitals is beset with relatives, 
neighbors, and community caretakers de- 
manding that decompensating people be ad- 
mitted. The psychiatric emergency service has 
become the semipermeable membrane of the 
community mental health system. 

Emergency facilities serve not only people 
in states of emergent decompensation but 
also a variety of people who come to them in 
preference to other medical resources. Cha- 
fetz and his colleagues (1) have suggested that 
the hospital emergency service functions as 
the “poor man’s doctor” for a wide variety of 
health problems. Apart from those who sim- 
ply find it more convenient to come to the 
emergency room in the evening than to more 
conventional medical resources at more con- 
ventional times, there are people whose prob- 
lems have become emergent simply because 
they have been neglected. In his general re- 
view of psychiatric emergencies, Wayne (2) 
commented on still other patients who are 
convinced that they only truly need help at 
times of acute crisis. 

It is not easy to define an emergency in ob- 
jective terms. In a frequently cited paper (3), 
Ungerleider suggested a simple definition, 
namely that psychiatric emergencies are situ- 
ations requiring prompt attention for what- 
ever reasons. A Joint Information Service 
survey (4) that reviewed a large number of 
definitions was struck by how few had been 
carefully thought out. One of the more useful 
definitions proposed that an emergency was a 
condition for which immediate treatment 
would provide urgently needed protection or 
contribute to the likelihood of recovery. Fra- 
zier (5) proposed that an emergency repre- 
sented a kind of end-stage of exhaustion of 
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ego defenses in a person attempting to cope 
with psychological stresses. Trier and 
Levy (6) attempted to quantify “emergency” 
in relation to hospital admissions by relating 
it to the length of time that a patient could 
wait for hospital admission. 

A number of writers have commented on 
the increasing usage of emergency ser- 
vices (1, 6-11), on their special opportunity 
to provide useful and innovative ser- 
vices (10, 11), and on their unique potential in 
the area of community psychiatry (6-9, 12). 
Trier and Levy mentioned their particular 
value in the discovery of people at special risk 
of decompensation, who may be referred pre- 
ventively to supportive community re- 
sources (6). Atkins(7) ‘and Blais and 
Georges (8) focused on the emergency service 
as a base for the provision of definitive short- 
term services, and Bill (13) described an even 
more comprehensive service including home 
visits and a telephone answering service oper- 
ating from a state hospital base. But these lat- 
ter programs blur the distinction between 
walk-in crisis services and the emergency 
room proper. 

The medical concept of the emergency 
room implies that it is needed to prevent 
serious consequences resulting from the 
unavailability of immediate professional in- 
tervention. An emergency room on that 
model requires 24-hour operation, the 
availability of highly trained professionals, 
and sophisticated equipment. It becomes un- 
duly expensive of money and personnel re- 
sources to maintain this kind of service for 
those who could be cared for as well with less 
complex facilities. 

This paper evolved from the attempt to ex- 
amine how emergency services could be most 
_ effectively used and most economically pro- 
vided in a newly redesigned psychiatric emer- 
gency unit in a university-affiliated county 
medical center. 


The Background, 


The Orange County Medical Center is the 
principal teaching hospital for the University 
of California at Irvine College of Medicine. It 
includes a psychiatric adult inpatient service 
with three regular treatment wards containing 
(at the time of this study) 65 beds in all, plus a 
special unit known as the emergency-admit- 
ting unit (EAU). Both the inpatient service in 
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general and the EAU have been described in 
detail elsewhere (14, 15). In brief, the three 
treatment wards comprised a closed zcute 
unit of 15 beds, an open younger patients’ unit 
of 18 beds, and a general open unit of 32 beds. 
The EAU was located in the space formerly 
used for a 14-bed closed treatment ward, 
which was converted to the specialized emer- 
gency usage described immediately below. 

Recognizing that the greatest single limita- 
tion of the conventional emergency unit is the 
brief time that it has to make a disposition de- 
cision, the EAU followed the lead of some 
other services (16) by including a holding 
function in addition to that of emergency 
evaluation and treatment. The overali mission 
of the unit was to make the best dispos:tion 
possible for its patients and preferaktly to re- 
turn them to the community rather than to 
hospitalize them. If holding a patient aver- 
night would permit initiation of treatment 
that could avert hospitalization, the EAU 
could hold the patient overnight. If it required 
an additional day of observation and treat- 
ment to determine the truly best disposi-ion, 
the EAU could hold the patient for that extra 
day. There was no specific time limit beyond 
which a patient could not be held on the unit, 
although stays of more than a day or two 
were uncommon. However, the unit was not 
an inpatient ward and its patients were not 
inpatients, no matter how long they stayed; 
they were simply EAU patients. 

The EAU was the only hospital-based psy- 
chiatric emergency service in a county o7 1.4 
million people. It backed up a service network 
that included several mobile emergency teams 
and a crisis intervention center at the hospital 
in addition to community resources such as 
private practitioners, social agencies, and po- 
lice departments. 

The holding capacity of the unit permitted 
hospitalization of many patients to be 
averted. Moreover, many stays of one to two 
days, which would have otherwise been. de- 
fined as hospitalization, were defined instead 
as emergency evaluation and treatment. To 
the extent that hospitalization is symbolically 
a stigmatization of the patient, the EAU 
patients were spared that stigma. But apart 
from the artificialities of definitions, the non- 
inpatient status of the EAU patient made it 
easy to release him on short notice—as soon 
as his condition or the environmental circum- 
stances available to him indicated the wisdom 
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of release. Once officially admitted to a hospi- 
tal ward, the decision to discharge becomes a 
formality requiring careful planning, paper- 
work procedures, and what seems like a ma- 
jor change in the degree of assumption of re- 
sponsibility by the patient himself. The EAU 
structure seemed to avoid that inertia and to 
make discharge easy. In that respect it un- 
doubtedly shortened the stay of patients by 
hours or days, compared with a short-term in- 
patient unit on which patients might be held 
after formal admission as inpatients. 

The greatest shortcoming of the EAU was 
its limited capacity. Many patients had to be 
transferred to the regular treatment wards or 
to the state hospital only because the EAU 
had becəme too crowded to hold them any 
longer. Many hospital admissions could have 
been averted if the EAU were larger. As it 
was, it provided one holding bed per 100,000 
population. 

During the early operation of the unit, we 
were intzrested in those patients who came to 
it repeatedly. We had been aware before the 
EAU was opened that there was a subclien- 
tele of the emergency service that came to it 
repeatedly, but there had been no easy way of 
collecting data on that group, since psychiat- 
ric emergencies were seen along with all oth- 
ers in the main hospital emergency ward. 
With the opening of the EAU, we decided to 
begin a systematic collection of data on emer- 
gency patients, both those who came only 
once and those who came repeatedly. We 
wondered whether these two kinds of patients 
were mostly like each other or mostly differ- 
ent. If different, would the differences show 
up in demographic characteristics, in diag- 
nosis, cr in other ways? We wondered also 
whether we would find ourselves treating 
patients who came more than once differently 
from those who came only once. Apart from 
curiosity, we had in mind determining 
whether multiple admission patients might 
come from a definable subpopulation that 
was at special risk and to which we might 
seek to address ourselves preventively, out in 
the community, before they came to the EAU 
in the first place. 


The Data 


From March 2 to June 30, 1970, a total of 
2,252 patients were seen on the EAU. Of 
these, 1,955 were seen once, 213 twice, 61 
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three times, 16 four times, four five times, two 
six times, and one seven times. A 25 percent 
sample of the patient group was chosen by 
taking every fourth name from an alphabeti- 
cal roster. A small number of charts could not 
be located or did not provide usable data, 
leaving us with a sample of 552 patients, or 
24.5 percent of the total patient group. Of the 
552 patients, 485 were seen on the EAU once, 
51 twice, nine three times, five four times, one 
five times, and one six times. The distribution 
of the sample appeared to be representative of 
the total population seen. For purposes of 
comparison, data collected on patients who 
visited the EAU more than once were taken 


_only from the first admission. Thus, the N for 


multiple admissions data represents the num- 
ber of patients who had multiple visits, not 
the number of visits made by those patients. 
In many respects, the single-admission sub- 
sample and the multiple-admission sub- 
sample did not differ significantly from each 
other. 


The Total Sample 


The sample was a young one; some 37 per- 
cent were under age 25. This compares with 
approximately 48 percent of the total county 
population on the 1970 census; however, 
young children are rarely seen on the EAU 
(the youngest in the sample was 12 years old 
and children under age ten are almost never 
brought there). Thus, within the age range at 
realistic risk for service on the EAU, teen- 
agers and those in their early 20s are over- 
represented compared with their population 
prorates. Single admissions showed a slightly 
(but not significantly) higher percentage un- 


_ der age 25. The sample was 94 percent white 


Anglo, five percent white-Mexican descent, 
and one percent black. (Blacks make up less 
than one percent of the county population, 
but whites of Mexican descent are estimated 
at more than ten percent.) Asian Americans, 
native Americans, and other ethnic minorities 
make up slightly more than‘one percent of the 
county population but are rarely seen on the 
EAU; none appeared in this sample. 

Of patients admitted once, 32 percent had 
never been married, compared to 30 percent 
for multiple admissions. Those admitted once 
were married in 46 percent of the cases, com- 
pared to 40 percent for multiple admissions. 
Those admitted once were divorced in 12 per- 
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TABLE 1 


Differences in Disposition Between Subsamples 
E E E S E E E E Se ee NE 
a tn 


DISPOSITION 


Hospitalized at Orange County Medica! Center 
Transferred to Metropolitan State Hospital 
Referred to the outpatient department 
Referred to the community {no specific referral} 
Others and unknown 


SINGLE ADMISSIONS MULTIPLE ADIAISSIONS 


N = 435) (N = 67) 
NUMBER PERCENT NUMEER PERCENT 
76 15.7 18 26.9* 
76 ` 15.7 12 17.8 
139 28.7 13 19.4** 
146 30.1. 15 22.4** 
48 9.8 9 13.5 








*Significant at the .05 ievel using chi square. 
** A trend was seen but statistical significance was not reached. 


cent of the cases, compared to 18 percent for 
multiple admissions. The married but sepa- 
rated category was six percent in the case of 
single admissions and 7.7 percent in the case 
of multiple admissions. Widowhood appeared 
in slightly more than four percent of both 
groups. 

Some 55 percent of both groups came to 
the EAU voluntarily. Median duration of 
stay on the unit was three hours for single ad- 
missions and four hours for multiple admis- 
sions, not a Statistically significant difference. 
About 16 percent of both groups remained on 
the unit for longer than 15 hours. Patients 
came to the EAU from the community in 
over 92 percent of the cases in both groups. 
Multiple admissions were referred from 
courts in 4.5 percent of the cases, compared to 
1.4 percent for single admissions, but the 
numbers were too small for statistical signifi- 
cance, 


Significant Differences Between 
Subsamples l 


There were more women than men in the 
whole sample: 58 percent of the single admis- 
sions and 52 percent of the multiple admis- 
sions were women, a difference significant at 
the .05 level by chi square. (This compares 
with a 1970 census figure of 51.36 percent 


women in the county population.) Differences 
in disposition also reached the .05 level of sig- 
nificance in the case of respective percentages 
of patients hospitalized at the medical center 
(see table 1). 

The only other ared in which significant dif- 


` ferences between single and multiple admis- 


sions appeared was that of diaznosis. Those 
with single admissions were more likely to be 
diagnosed as experiencing transient situ-. 
ational disorders, while those with multiple 
admissions were more likely to have longer 
standing personality disorders, including al- 
coholism and drug dependence (see table 2). 
We wondered whether we would find spe- 
cific patterns of service with multiply admit- 
ted patients, such as referrals to outpatient re- 
sources followed by hospitalization, or 
referral first to local hospital resources and 
later to the state hospital. In fact, there were 
no consistent patterns of disposition over the 
sequence of multiple admissions; a variety of 
patterns were seen and none predominated. 


Diseussion 


The weakest aspect of this study stems 
from the short period during which data were 
collected. In order to be designated a multiple 
admission, a patient would have to be admit- 
ted a second time within the four-month pe- 


TABLE 2 
Differences in Diagnosis Between Subsamples 


DIAGNOSIS 


Transient situational disorder 

Schizophrenia 

Neurosis 

Nonpsychotic organic brain syndromes 

Personality disorders, including alcohol and drug dependence 
Other and nondiagnosed 


*Significant at the 05 level using chi square. 
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SINGLE ADMISSIONS MULTIPLE ADMISSIONS 


(N = 485: IN = 67) 
NUMBER PERCENT NUMBER PERCENT 
107 22 8 12* 
77 16 12 18 
56 12 8 12 
65 13 7 11 
77 16 20 29* 
103 21 12 18 
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riod during which data were collected. In the 
case of patients admitted initially during the 
latter part of the study, there was a corre- 
spondingly briefer time during which the 
patient was at risk for a second admission. 
Some of the patients were known to be people 
who had been seen in the emergency room 
prior to the creation of the EAU. The true 
proportion of multiple admissions would be 
expectec to increase progressively over time. 
However, it seems likely that the rate of this 
increase would decelerate rdther than remain 
steady or accelerate. Of the 67 patients 
counted as multiple admissions in this series, 
40 had their second admission within a month 
`- of the first, and an appreciable number had 
the second admission within days of the first. 
In several cases, patients with four admissions 
had the first two close together and, after not 
being seen for a time, a third and fourth ad- 
mission close together. This suggested that 
some multiple admissions occurred when 
people zame for more than one visit in con- 
nection with a single episode of illness or 
crisis, end others (a smaller number in this 
study) might have reflected two separate epi- 
sodes of illness or crisis. 

In spite of the fact that our single admis- 
sion group contained a number of patients 
who would in time have moved to the multiple 
admission group, it has seemed worthwhile to 
report these data. Even in the brief span of a 
few months, it can be shown that patients 
with transient situational disorders seem 
likely to be significantly helped with a single 
emergency room visit, and that the steady 
clientele of a psychiatric emergency unit may 
be expected to contain a disproportionate 
number of people with personality disorders, 
including alcoholism and drug dependence. 
Differential rates of hospitalization seem 
closely related to differential severity of diag- 
noses. From the perspective of program plan- 
ning, these are useful data. Considering the 
general intent of community psychiatry to 
avoid hospitalization and to emphasize imme- 
diate trief treatment, it is worthwhile to know 
that emergency facilities can serve large num- 
bers of people with acute emotional storms— 
and without excessive commitment of scarce 
resources. It is of even more importance to 
know that patients with chronic difficulties 
may be utilizing disproportionate amounts of 
emergency service time and resources. 

For a variety of reasons, then, it would be 
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well for comprehensive mental health plan- 
ning groups to seek less expensive ways of 
serving those with long-standing personality 
disorders, and to emphasize the use of emer- 
gency services for those with acute disorders 
or acute decompensations of symptomatic ill- 
nesses. Although longer periods of data col- 
lection would strengthen the conclusions sug- 
gested by this study, the preliminary data 
provided here seem to support the plans of 
Orange County’s mental health program to 
provide expanded services for those with alco- 
holism, drug dependence, and chronic life dif- 
ficulty through resources other than the medi- 
cal center and its emergency services. 
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Rehospitalization Versus Family Crisis Intervention 


BY DAVID RUBINSTEIN, M.D. 


The author describes the development of a 
team approach to crisis intervention. By 
mobilizing family support, the team was usu- 
ally able to bring about the resolution of the 
patient's crisis without resorting to hospi- 
talization. This approach has also served to 
develop the concept that a family can and 
should share responsibility for the patient's 
treatment. i 


HE DEVELOPMENT of family-focused 

crisis intervention on the Temple Follow- 
Up Service at Eastern Pennsylvania Psychiat- 
ric Institute (EPPIY is part of an intensive ef- 
fort toward preventing or shortening rehos- 
pitalization of our former inpatients. The 
major thrust of the service, which has treated 
853 patients in the past five years, is to dis- 
cover and`utilize therapeutic techniques that 
will help maintain outpatients in the commu- 
nity. Since we can successfully mobilize inter- 
personal and environmental resources toward 
this end, our psychotherapeutic work with 
patients and their families seeks to help them 
achieve more effective coping mechanisms 
under stress and to change existing family 
patterns that tend to scapegoat the identified 
patient. In our multidisciplinary setting, we 
use this focus to train psychiatric residents 
and involve other staff members in active 
collaboration. 
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We had observed that the immediate post- 
hospitalization period frequently presented a 
crisis of adjustment for the patient and his 
family. We identified some ,other events as 
likely to signal impending crises: feilure to 
keep follow-up appointments, failure to re- 
turn for medication after discharge, and any 
other indications of exceptional stress. The 
immediate crisis of the return of acute symp- 
toms as noted ty the patient or his family 
was, of course, of primary importance. We 
reasoned that if we intervened at such times 
we would be utilizing maximum momencum 
(considering the crisis anxiety level) to work 
toward our preventive goal. 

The psychiatric literature, which is still 
scarce on this technique, was nevertheless en- 
couraging in presenting positive results for 
similar attempts. The Family Treatment Unit 
at Colorado Psychiatric Hospital, as reported 
by Langsley and Kaplan(1), used similar 
techniques and indicated positive findings. In 
addition, Mendel and Rapport (2) suggested 


that their study oa the decision for psychiatric 


hospitalization showed that the decision to 
hospitalize was based on social and attitudi- 
nal considerations rather than psychiatric Tac- 
tors. According to them, the absence of social 
support resources available to the patient was 
a critical issue in deciding for haspitalization. 
They suggested that where adequate re- 
sources can be mobilized, hospitalization may 
not be necessary or even useful in the treat- 
ment of mental illness. 

This paper will describe the development of 
family crisis intervention at EPPI as part of 
our continuing effort to keep former patients 
functioning in the community. I will present 
case illustrations that provide insight into the 
pragmatic techniques involved in impiement- 
ing this project and will include results 3b- 
tained with chronic patients during this year. 
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A crisis team was set up to include a psy- 
chiatric staff doctor, a psychiatric resident, a 
social worker, and a psychiatric nurse, the 
` last being available for home visiting. Other 
psychiatric residents and social workers were 
alerted to consult with the team as they pro- 
ceeded with follow-up care for former in- 
patients. The crisis team was available on a 
daily basis for referral in any crisis situation. 
The explicit indicators for crisis intervention 
were the clinically known hazards described 
above or any other indications of distress 
from family or patient. Doctors on the admit- 
ting service on weekends or evenings were 
asked to notify the crisis team of any call for 
help. Each participating resident and social 
worker was asked to call a member of the 
crisis team before considering rehospitaliza- 
tion. 


Treatment Techniques 


As the team was activated, the nurse’s 
home visit frequently became the front line of 
treatment. Briefed by the referring team as 
to the particular problems envisioned and 
backed by the medical crisis staff, her pres- 
ence in the home established immediate reas- 
surance that the treating facility was ready to 
help. The nurse, along with other members of 
the crisis team, has been continually involved 
in training seminars on family therapy tech- 
niques and family dynamics. She is able to 
bring with her an awareness of the crisis as it 
is experienced in the context of the family sys- 
tem. She can bring needed medication with 
her and administer an intramuscular injection 
of such medication if this is. necessary. The 
nurse is thus able to involve the family imme- 
diately in attempting to find solutions to their 
present dilemma, ruling out hospitalization 
for the patient. She can help identify and 
eliminate stresses that are contributing to the 
patient's present symptoms and behavior. 

The family is asked to come into the hospi- 
tal for a conjoint interview as soon as this is 
possible. Here they can be seen by other 
members of the therapeutic team who know 
them and have worked with them before. The 
entire intervention is consistently aimed at 
mobilizing mutually supportive ccping mech- 
anisms within the family system in order to 
resolve the current crisis. Further regression 
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by the patient is discouraged by giving him 
active tasks to accomplish. Family members 
are asked to collaborate in these tasks as it is 
deemed appropriate. Giving the family and 
the patient “something to do” provides a way 
to alleviate anxiety and to communicate the 
team’s own attitude of hope and trust in the 
family’s coping capacities. Any attempt at 
‘“scapegoating”’ is thwarted by encouraging 
helpfulness and cooperation as the family 
participates together in “problem-solving.” 

Conjoint family interviews held in the hos- 
pital emphasize the immediacy of the situ- 
ation and concentrate on meeting needs as 
they can be identified. Frequently the mal- 
functioning of the family system can be ob- 
served more clearly under this stress. The 
emotional involvement is so strong that con- 
frontation produces some change in family 
patterns during the course of the crisis. As 
cases are continued in follow-up care, regular 
home visits are available. Experiences during 
the crisis are shared with the team members, 
providing continuity and suggestions for 
further work with the family. 


Case Reports 


Case 1. One of our earliest attempts at crisis in- 
tervention provided results that supported our 
planned approach. J was a 24-year-old college stu- 
dent who had experienced an acute psychotic epi- 


- sode at age 20 and had been hospitalized five times 


in the ensuing three years. Her history of episodes 
was first diagnosed as manic-depressive illness, and 
then as schizophrenia, catatonic type. In our hospi- 
tal, we were able to observe the acute onset of a 
psychotic episode that was catatonic-like and we 
were able to achieve remission with a short series 
of ECT. J’s remission was rapid and she afterward 
showed no sign of a thought disorder or other re- 
sidual factors. Although superficially she was able 
to relate to others on the ward in a milieu setting, 
she expressed continuing difficulty with “getting 
close to people.” 

It was apparent from social work contact with 
J’s family that the girl was tied into an ongoing 
conflict between her arthritic mother and alcoholic 
father. Conjoint family interviews were arranged 
during her hospitalization and her father was en- 
couraged to enter an intensive short-term residen- 
tial program for alcoholism. He completed this 
successfully. A week after J’s discharge, after eight 
months of hospitalization, a crisis call was received 
from her mother. J appeared to be confused and 
was not sleeping. This corresponded to her symp- 
toms before previous episodes. The entire family 
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was brought in that afternoon. It was brought up 
that J’s mother and father had had a tearful, re- 
criminatory battle two days previously. Since for- 
mer conjoint interviews had already established 
that her mother would appeal to J for support 
against her father at these times and that J’s dis- 
turbance was clearly related to feeling torn and 
guilty (during her psychotic episodes she verbal- 
ized sexual fantasies about her father), the quarrel 
was identified by the family as a starting point for 
J’s present symptoms. 

It was suggested that some outpatient ECT 
treatment might be helpful, if the family would 
participate together with J in determining when 
tney would bring her in and also report on her im- 
provement. The mother and father were abie to 
unite with the two younger siblings to provide sup- 
port for J toward trying to accomplish this without 
coming back into the hospital. Only two ECT 
treatments were necessary. Continuing medication 
provided enough further ameliorative effect. The 
family was able to include J in their discussions, 
and the matter of her symptoms was handled with 
very little anxiety and a great deal of mutual sup- 
port. 

J said afterward that the greatest part of the ex- 
perience was that her family was accepting her, 
even “in my craziness,” instead of excluding her as 
they had done in the past. Family interviews were 
continued on a more intensive basis throughout the 
year, and J was also treated in group therapy with 
other outpatients. J is now nearing completion of 
her college course, which was interrupted four 
years before. There has been no further episode | in 
15 months. 


Case 2. G, a 44-year-old registered nurse, had 
had a history of one severe depressive psychotic ep- 
isode at about age 17. She had been married, has 
two children (a girl age 15 and a boy age 20), and 
was divorced from their father after about seven 
years of marriage. The episode that brought her 
into the hospital this time occurred a year after her 
second marriage. She was agitated and depressed, 
wringing her hands and pacing about. She said she 
wanted to kill herself but couldn’t think how to do 
it. She defined her desperation as due to her in- 
ability to get along with-her son, who wanted to 
move away from home. She also said she couldn’t 
live another minute with her mother-in-law. Her 
second husband (age 45) had been a bachelor, liv- 
ing with his mother until this marriage. The 
mother-in-law was described as “over 80, senile, 
and paranoid.” 

G was able to make some progress within three 
weeks and was sent home for a trial visit. Within 
48 hours a crisis call came from her husband, who 
said she was ill again. The mother-in-law had gone 
ta live with her daughter, but G was upset anyway. 
The family could not identify any reasons for this 
exacerbation. G was readmitted for a few days, 


Amer. J. Psychiat. 129:6, December 1972 


717 


with the family being interviewed conjointly sev- 
eral times to discuss problems at home. G acmit- 
ted she was too fussy about the house and too pos- 
sessive of her children. Some rules for living were 
established, and further communication was en- 
couraged when problems developed. The family 
was asked to confront disagreements rather than 
withdraw from them. G was able to go home and 
to sustain this remission for about nine months. 

A second crisis call came at this time, when the 
follow-up resident noted that G was exhibiting 
symptoms of depression again. She was evasive as 
to whether she had been continuing to take her 
medication. The nurse went out for a home visit to 
assess the situation. There she found G consicera- 
bly upset, screaming at the mother-in-law that 
“you will have to get out of the house or | wil. kill 
myself.” G said she could no longer do her hcuse- 
hold chores. The nurse spoke with her, recognizing 
her desperate feelings and general fatigue. She 
helped G prepare lunch. She then left, assurirg G 
that she would be back the next day. 

She assigned four tasks to be completed by then: 
1) G should call the Health and Welfare Council to 
inquire about nursing homes for her mother-in-law 
(her husband had been instructed to apply for pub- 
lic assistance for his mother; this strategy was dis- 
cussed with the social worker at EPPI, and it was 
decided that assigning the task of exploring nurs- 
ing home possibilities to G signaled hope that this 
could be accomplished and also tacitly supplied ap- 
proval from “authority” that this was a good flan, 
hence alleviating guilt); 2) G should take her 15- 
year-old daughter out to lunch the next day; 3) G 
should get her hair done at the hairdresser; and 4) 
G’s husband should take her out to a mevie. The 
next afternoon G called to say that all four tasks 
had been accomplished. 

Another home visit from the nurse, during which 
she helped G prepare dinner and generally offered 
continuing support for G throughout the day, pro- 
vided some visible alleviation of symptoms. The 
doctor was consulted about medication, and G ex- 
pressed willingness to take it regularly. The family 
(including the mother-in-law) were then seen con- 
jointly at the hospital and plans for nursing home 
care were discussed. It was identified that part of 
G’s distress came from her husband’s passive way 
of handling the problem. It was suggested to aim 
that “it’s a tough situation to be ‘married’ to two 
women at once” and his feelings of inadequacy in 
this situation were recognized as understandable. 
He concurred that the nursing home was the best 
solution. G did not need to be hospitalized and has 
achieved a sustained remission to date, even 
though her mother-in-law remains with them since 
she has not yet been able to be placed in a nursing 
home. 


Case 3. Even in a severe depression after a 
traumatic event, this patient was maintained in her 
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home with family and medical support. Contact 
with the crisis team was made when T, a 32-year- 
old woman who was a former inpatient, failed to 
show up for her follow-up clinic appointment. 
The nurse called the home and made an appoint- 
ment. The patient called’ back on the morning of 
the appointment to say that she didn’t want the 
nurse to come. The nurse went out anyway, ex- 
plaining that the treatment team’ felt T needed to 
talk with someone. T had made plans to rejoin 
her husband, from whom she had separated. This 
had been a stormy marriage, with quarrels fre- 
quently ending in separations. The husband’s job 
also required a good deal of traveling. 

During this visit, T said she thought she would 
like te go back to the hospital after all, because she 
wasn’t sure she really wanted to go back to her 


husband. The nurse told her that she couldn’t go to- 


the hospital, but that she didn’t have to go to her 
husband either, if she really didn’t want that. T 
said her own mother, with whom she was staying 
now, was tired of her and didn’t talk to her much. 
She added that she also couldn’t stand her mother- 
in-law, so she would probably go back to her hus- 
band, after all. The nurse suggested that she ought 
to fix herself up a little if she wanted to do that. T 
decided that was a good idea and proceeded to set 
her hair. Four days later, T’s mother called to say 
that T had left with her husband and was getting 
on all right. 

One month later, T’s mother called to say T was 
at home and in bed, depressed. T’s husband had lit- 
erally “dumped her” on her mother’s doorstep two 
nights before. The nurse made a home visit and 
found T curled up in bed, refusing to eat or talk. A 
call to the doctor reassured the nurse that T could 
be treated at home if the family would cooperate. 
The coctor suggested that the family should allow 
T to continue this extremely dependent role for a 
while. The family (T’s mother, sister, and nine- 
year-old nephew) fed T and cared for her needs, 
much as though she were a baby. The nurse re- 
turned daily for a few days. Medication was ad- 
ministered intramuscularly as directed by the doc- 
tor. When the patient continued to be withdrawn, 
the crisis team doctor accompanied the nurse on a 
home visit. Additional medication was ordered. 
The family was told they could call the crisis team 
at any time, day or night, if there was any emer- 
gency. 

The patient gradually improved and began to eat 
and talk with her mother. She showed an interest 
in what was going on in the house, and verbalized 
how much she enjoyed all the attention the family 
was giving her, since it showed they cared about 
her. She began to get out of bed and get dressed 
and slowly take over some of the household chores. 
Her mother and sister were so pleased with her im- 
provement that they continually reassured T about 
her successful efforts to be useful. T came into the 
hospital for her fluphenazine (Prolixin) injections. 


[94] 


FAMILY CRISIS INTERVENTION 


The family came in with her, and asked to see the 
doctor because they wanted to discuss the prob- 
lem they were having with T’s nephew. He was 
imitating T and when he didn’t get what he 
wanted would use her tactic of getting in bed and 
crying. The doctor and nurse offered to see the 
family in regular conjoint sessions to talk about 
this. Remission has been sustained. 


_ Pitfalls and Problems 


During this beginning year of crisis work, it 
has been possible to identify several areas 
for improvement of the service. We have 
noted that, as Mendel and Rapport (2) indi- 
cated, the attitudes of the admitting medical 
staff and other supervisory personnel are of- 
ten more significant in thwarting our efforts 
than any other factor. We have run into diffi- 
culties that point to the need for changing the 
basic philosophy of the mental hospital staff. 
Not many of the psychiatric residents, and 
certainly not many administrators, are yet 
willing to accept the risks involved in imple- 
menting our plan. Too often the hospital is 
seen as a ‘“haven’’—by the family under stress 
and by the staff who provide care. Conse- 
quently, we meet resistance from both, in re- 
lation to our “withholding” attitudes. Al- 
though we are willing to supply constant 
support and care on an outpatient basis, we 
are still seen as “inflicting the patient” on his 
overburdened family. 

For reasons we have not yet adequately 
identified, the concept of care and convales- 
cence at home for a mental breakdown is seen 
as dangerous and invidious. Somehow the 
idea of “contagion” is introduced into the 
negative attitudes we encounter. Others in the 
family indicate they too will “break down” 
unless the patient .1s admitted. Frequently, 
the physician on duty on weekends “forgets” 
te call the crisis team and, under pressure 
from the family, admits the patient without 
any other consultation. 

Unfortunately, few mental health profes- 
sionals see the problem from the perspective 
of family systems theory. Indeed, our percep- 
tion of the difficulties does take into account 
the “contagion” involved in the breakdown of 
homeostatic family relationships. We inter- 
vene with this theoretical approach as our fo-. 
cal point and we are able to observe and work 
to change destructive family behavior under 
the powerful spotlight of crisis. We hope that, 
as we can demonstrate effective techniques, 
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we can encourage other staff members in- 
volved in treatment to participate with us and 
cooperate on policy issues. We need to ex- 
pand our family therapy training programs 
and increase staff knowledge on the theoreti- 
cl backgrounds, as well as increase their skill 
in treatment techniques with collaborative 
therapists. 

We have established that treatment team 
members must have open and constant com- 
munication with each other in order to pursue 
an intensive and consistent intervention dur- 
ing crisis. This points up the essence of the 
team relationship in such a program, in which 
various professional disciplines must interact 
as equal participants with complete disregard 
of traditional status or hierarchy. Where this 
is accomplished, our efforts have been 
pragmatic, creative, and successful. Con- 
versely, where communication has failed, we 
have been blocked. 

We have found that if families are actively 
involved during the admission process, when 
hospitalization is decided upon, these families 
are then prepared to participate in future 
crises. Such .a family-oriented admission 
procedure, if it were to become standard hos- 
pital policy, might prevent many needless 
hospitalizations. In addition, such a proce- 
dure demonstrates a basic philosophical 
change in staff attitudes—namely, that the 
family is a resource for the patient, and that 
the family and the patient do not and indeed 
must not relinquish responsibility for partici- 
pating in the treatment and recovery process. 
Whether this basic attitudinal change will 
produce positive results for preventive psy- 
chiatry—or for medicine in general—has yet 
to be investigated. That it adds a qualitatively 
human aspect to institutional procedures can 
hardly be challenged. 

The home visit has proved to be essential in 
initial crisis intervention as well as in follow- 
up care. We hope to enlarge our capacity to 
provide this medical and psychosocial service. 
Again, the human needs it meets are obvious. 
In addition, we have seen cost estimates indi- 
cating that such service is considerably less 
expensive than inpatient care. We will con- 
tinue to investigate and identify family ther- 
apy techniques that are useful for this ap- 
proach. We shall also have to use home and 
community contacts to develop resources for 
those patients who have no family to mobilize 
in their behalf. Further experience and re- 
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Results 


During the six months between July 1, 
1969, and December 31, 1969, the pilot period 
covered in this report, there were 62 admis- 
sions to the hospital. During thts same period, 
the crisis team was involved with 27 patients, 
only three of wham were readmitted. Some 
important points can be made evident by de- 
scribing these three patients. 

The first, a 25-year-old man who had been 
hospitalized on three previous occasions, was 
seen in July by the crisis team. His family was 
interviewed with him at home. He was given 
fluphenazine (Prolixin) intramuscularly and 
for a two-week period was seen at the hospital 
with his family three times and at home four 
times. He was then able to go back tc work 
and attended the fluphenazine clinic at the 
hospital without further intervention until 
September. At this time he was fired from his 
job and, although his doctor (not a member of 
the crisis team) knew he was extremely de- 
pressed, the team was not called. He was 
readmitted. 

The second pétient was a 40-year-old | 
woman, an Irish immigrant, who has a six- 
year-old daughter (born out of wedlock) 
whom she supports. When the patient called 
her doctor to say she wasn’t going to come in 
for therapy or medication anymore because 
it was ‘‘no use,” the crisis team nurse made a 
home visit. Here the nurse found the patient 
was listless, depressed, and seemed in ex- 
tremely poor physical health. The patient 
stated she had not been eating and was not 
bothering to cook tor her daughter. The child 
admitted she was missing many meals but 
was sometimes “‘eating at the neighbors.” 

In this case it was evident that, for the sake 
of the patient and her child, immediate hospi- 
talization was the only practical form of 
treatment. Kindly neighbors provided temp- 
rary care for the daughter. The patient’s 
previous employer was interviewed and, when 
reemployment seemed impossible, the social 
worker helped the patient apply for public as- 
sistance. In this case, the patient was A0srfi- 
talized for four weeks, during which time she 
gained weight and became involved in a vo- 
cational rehabilitation program. The nurse 
has continued home visits as part of her fal- 
low-up treatment, engaging mother ard 
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daughter and occasionally the neighbor in 
these conjoint interviews. The patient’s 
previous hospitalization had lasted five 
months. 

In the third case, the patient, a 30-year-old 
woman, had taken an overdose of medication, 
acting out her desperation over a severely dis- 
turbed family situation. The family was so 
openly hostile and rejecting that they suc- 
ceeded in sabotaging our attempts to inter- 
vene. We discovered that the techniques we 
knew were feeble and inadequate for this fam- 
ily. We admitted the patient, but continued 
family interviews. We learned a great deal 
about the family and about ourselves in the 
course of this four-week hospitalization. We 
were “inally able to get through the hostility 
and to involve the family in continuing fol- 
low-ud family therapy. This patient’s 
previaus hospitalization was for a period of 
five months, during which time the family had 
refused any involvement at all. 

Of the 24 patients who were successfully 
treated on an outpatient basis, five were in- 
volved in acute crisis when the crisis team was 
activated. The others were seen on referral be- 
cause some hazardous situation had devel- 
_ oped. In each case, a home visit was the initial 
contact and further treatment plans were 
made on the basis of the observations of the 
nurse. An interesting footnote here was the 
referral of a 40-year-old female cerebral palsy 
victim, who had been an inpatient some years 
before at a residential rehabilitative school 
for those with cerebral palsy. This patient was 
involved in a seemingly hopeless symbiotic 
relationship with her widowed mother and 
was so dependent she had never learned to 
wash herself. The mother had resisted any at- 
temp:s to involve her daughter in a training 
program. This time the mother called to ask 
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that her daughter be admitted to the hospital, 
since the mother was going to undergo some 
minor surgery. We used this opportunity to 
involve other community resources and were 
able to effect this more apprcpriate referral, 
over the mother’s resistive protest. 


Summary 


The Temple Follow-Up Service at EPPI 
has provided a team approach to crisis inter- 
vention with the goal of preventing or short- 
ening rehospitalization of former inpatients. 
In this pilot year we have been able to estab- 
lish that, through mobilizing family support, 
we can encourage and sustain the successful 
resolution of a patient crisis without resorting 
to hospitalization. We have been able to ob- 
serve some constructive changes in family 
svstems as we prevented “‘scapegoating”’ or 
the exclusion of family members in an emer- 
gency situation. We have demonstrated that 
family “closeness” can provide support in- 
stead of conflict and were able to use this to 
implement healthier relationships. A by-prod- 
uct of our work has been the development of 
the concept that a family can and should 
share responsibility for the patient’s treat- 
ment. Although we can identify areas for the 
improvement and needed expansion of this 
approach, these preliminary results indicate 
that the continued use of the crisis team will 
provide a constructive base for preventive 
psychiatric care. 
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Pediatric Hospitalization as Crisis Intervention 


BY RICHARD GALDSTON, M.D., AND MICHAEL C. HUGHES, M.D. 


The authors describe a follow-up clinic for pe- 
diatric patients who have been hospitalized; 
an attempt is made to transform. the acute 
crisis of hospitalization- into a therapeutic 
relationship aimed at ameliorating intrapsy- 
chic and intrafamily problems. This approach 
kas been successful both with patients with 
demonstrable organic disease and those with- 
out such disease. 


HE PRESENCE of psychiatric illness 
among children who have been hospi- 
talized for signs and symptoms of organic dis- 
ease constitutes one of the more difficult ther- 
apeutic problems confronting the psychiatrist 
in general hospital practice. Hospitalization 


_ Ofa child precipitates a crisis in family life re- 


gardless of the cause. The disruption of rou- 
tine, the anxieties at separation, and the fan- 
tasies and fears of illness and its sequelae are 
some of the factors that acutely threaten both 
the child and his parents. 

When the medical evaluation of the 
presenting complaint fails to reveal a demon- 
strable organic disease process consistent 
with the signs and symptoms, the physician 
can call a psychiatrist in consultation to es- 
tablish the likelihood of a psychiatric basis 
for the complaints. If the psychiatrist demon- 
Strates the presence of an intrapsychic con- 
flict in the child of sufficient severitv to ac- 
for the complaints, he is then 
confronted with the need to translate this un- 
derstanding into some form of relief for the 
patient. 

Often the parents are unwilling or unable to 
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conceive of a. psychological basis for their 
child’s complaints because their own nzeds 
and difficulties preclude the acknowledg- 
ment of certain desires. The physician caring 
for the child and the psychiatric consultant 
are faced with the alternative of avoiding the 
need to intervene by allowing the child’s com- 
plaints to go untreated or resorting to the ruse 
of the placebo, or of forcibly confronting the 
parents with the diagnosis of psychologic dis- 
ease when they are not capable of integrazing 
that fact in any fashion that would be useful 
to the patient. 


The Clinic 


The Patient Progress Clinic was estab- 
lished at the Children’s Hospital Medical 
Center in Boston five years ago to afford an- 
other alternative in the treatment cf these 
cases. The clinic aims to achieve an effective 
transformation of an ego-alien crisis of illness 
and acute hospitalization into an opportunity 
for growth and development. Referral to the 
Patient Progress Clinic is made by the house 
officer or attending physician responsible for 
the patient’s care in the hospital after the psy- 
chiatric consultant has deemed it appropriate. 
The referral is made as part of the medical 
regimen recommended for follow-up care 
along with medication prescriptions, etc. The 
clinic is described as a psychiatric clinic con- 
cerned with patient progress staffed by experi- 
enced psychiatrists meeting in a medical set- 
ting, with access to medical and surgical 
consultation as indicated. 

The initial appointment is made within one 
month of the discharge date, with subsequent 
appointments at a frequency no greater than 
monthly and usually at three-month intervals. 
The duration of the interviews varies from 30 
to 90 minutes. The child and his parents are 
seen together at the beginning of the inter- 
view, then the child alone and the rarents 
alone subsequently, with the child joining 
them at the end. 
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The presenting complaint is the usual point 
of departure of the interview, with the psy- 
chiatrist leading the conversation along 
themes structured to explore the child’s ac- 
commodation to his life in its behavioral and 
emotional dimensions. Likes, dislikes, fears, 
worries. adjustment to changes in school, and 
the family situation are superficially explored 
without any reference to their possible rele- 
vance to the presenting complaint. The psy- 
chiatrist does not attempt to attribute a 
causal relationship to any of the data and re- 
stricts the interview to a general exploration 
of the patient’s progress in relation to the 
presenting complaint. The interview is ac- 
tively maintained at the level of conscious 
sympathetic attention to the problem, with a 
steadfast avoidance of any premature inter- 
pretation of the genetic relevance of intrapsy- 
chic conflict to the presenting complaint. In 
such fashion the persistent interest of the hos- 
pital in the patient’s progress is deliberately 
cultivated as the prevailing theme of the 
transference. Repeated reference is made to 
hospital personnel who might have figured in 
the family’s past experience of the hospital in 
order to expand the sense of continuity of 
concern. 


Relating Data to Symptoms 


Oniy after several interviews, extending 
over three to six months, is a more active ef- 
fort made to relate.the data in any form of an 
explanation of the symptoms. This requires a 
steadfast refusal to venture an opinion on the 
etiology of the complaint with the repeated 
declaration of “We don’t know yet” in re- 
sponse to the parents’ frequent demands for 
an explanation of the basis of their child’s 
symptoms. This deliberate deferment of any 
interpretation is essential to avoid a prema- 
ture confrontation with potentially threat- 
ening emotions before the relationship with 
the clinic is sufficiently strong to support the 
pain and anxiety involved. Often there has 


been an initially significant improvement in 


the complaint that is then worsened as a con- 
sequence of the interpretation when made; it 
is important to have a period of well-being to 
fall back upon to support the continuity of the 
relationship. 

The psychiatrist makes an active effort to 
avoid reference to the cause of the patient’s 
symptoms in order to reduce the inexorable 
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burden of parental guilt. He refers repeatedly 
to the parents’ capacity to help their child and 
emphasizes the need for their active participa- 
tion in assisting him in the child’s treatment. 
The depiction of the parent as an essential 
partner in the promotion of the patient’s 
progress is crucial to the procedure, and the 
psychiatrist actively cultivates the ideal of the 
good parent with frequent references to him- 
self as z parent and to other parents and chil- 
dren with similar problems. When it appears 


- indicated, the psychiatrist uses advice, recom- 


mendations, exhortations, and even admoni- 
tions, coupled with psychoanalytic inter- 
pretations stated in terms of a sufficiently 
general nature to allow the parents and the 
child to ignore them if they cannot tolerate 
their thoughts in response. 

Every effort is made to restore the child to 
full activity as soon as possible despite the 
persistence of complaints. The hazards of 
habitual hypochondriasis, neurasthenia, and 
addiction to medications as well as the poten- 
tial loss of schooling and other social contacts 
far outweigh any possible disturbance to the 
course of treatment that might result. Resto- 
ration of the child’s full normal activity in the 
presence of his persistent complaints can pre- | 
vail for many months before there is sufficient 
resolution of the underlying intrapsychic and 
intrafamilial conflicts to allow for a subsiding 
of symptoms. In the meanwhile, the child can 
continue to participate in his life and progress 
despite his disability. The psychiatrist main- 
tains the expectation of active participation 
while concurrently exploring the relevance of 
issues of emotional import to the child’s com- 
plaint. This attitude of expectant mastery of 
bodily symptoms and psychological conflict is 
an example set by the psychiatrist with which 
the patient and his parents identify; it is essen- 
tial to the efficacy of the clinic. 


Case Reports 


The population of the Patient Progress 
Clinic comprises a wide variety of clinical 
problems. The patients fall into two broad 
groups, those with and those without demon- 
strable organic disease processes. 


Case 1. Those with demonstrable organic dis- 
ease can be exemplified by Thomas P., who was 
first seen in psychiatric consultation at the age of 
12 when he was readmitted to the surgical ward for 
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the eighth time for reevaluation of persistent fecal 
soiling. Thomas had been born with an imperfo- 
rate anus, which was operated upon when he was 
one day old. The results were far from satisfactory. 
He suffered from persistent fecal soiling and in- 
continence and had to wear diapers and change his 
pants frequently. His school attendance was erratic 
and was restricted by the need to obtain daily en- 
emas and a change of clothing from his mother. 
The boy was readmitted because of the persistence 
of these symptoms and their disabling effect. The 
surgical service proposed doing a colectomy in or- 
der to achieve some degree of continence. Psy- 
chiatric consultation had been requested to assess 
the patient’s psychological capacity to tolerate the 
procedure. 

Thomas appeared to be a happy-go-lucky, oaf- 
ish boy who was in early puberty. He lounged on 
the hospital bed, making no effort to cover his gap- 
Ing pajamas even when student nurses walked past. 
His physical immodesty had been commented 
upon by nurses, who wondered at his reluctance to 
take any active part in the application of his en- 
emas. He related in a friendly, compliant fashion 
but he made a joke out of all the questions posed 
and seemed unable to take anything about himself 
or his future seriously. His school performance was 
barely passable despite evidence of average intelli- 
gence and an undemanding school system. 

Because of the irreversible nature of the colec- 
tomy and the immaturity of the patient relative to 
his pubescent changes, it was decided to defer any 
decision about further surgery until adolescence 
kad been more firmly established. Thomas lived in 
a small town a six-hour drive away, with no psy- 
chiatric facilities available. He was referred to the 
Patient Progress Clinic upon discharge from the 
hospital and has been followed there over the past 
four years. : 

When first seen the month after discharge, he re- 
ported a life marked by long hours of watching 
television and a persistent lack of concern or re- 
sponsibility for his bowel function. Undergoing en- 
enas, changing clothes, and avoiding accidents 
when he was away from home dominated his life. 
He was not doing the perineal exercises recom- 
mended by the surgeon. He described all this some- 
what sheepishly but without evidence of concern 
for anything beyond the psychiatrist’s reaction, 
and with no sign of wanting to change anything. 
His mother concurred in her description of his life 
at home and expressed dismay and a sense of help- 
lessness and confusion about how to handle her 
son. Torn by a desire to spare him from embarrass- 
ment and a need to sustain the closeness that their 
relationship afforded her, she recognized that he 
was becoming increasingly immature compared to 
the norms for his age. 

At the second interview three months later, it 
was revealed that Thomas had been excused from 
all physical training and gym classes by the sur- 
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geon at the parents’ request. It was strongly rec- 
ommended to the parents and Thomas that he par- 
ticipate in physical training like any other boy his 
age, and a letter of recommendation was sent off to 
his coach suggesting an appropriately graded regi- 
men of calisthenics. It was hoped that this inter- 
vention might promote the development of a more 
active attitude toward the mastery of his muscula- 
ture and that he might extend such an approéch to 
include his perineal] musculature. 

Also, the pattern of repeated enemas was clari- 
fied and Thomas was advised to get up two hours 
earlier to administer his morning enema himself 
after breakfast in order to avoid the need to inter- 
rupt his class to get home, which had been the 
previous pattern. 

At the next meeting three months later, Thomas 
proudly described his progress in muscle building, 
displaying the growth of his biceps. That next win- 
ter he undertook skiing for the first time and in the 
spring he described with obvious pleasure his mas- 
tery of the sport and the fun he had with other 
young people. 

That summer, instead of continuing to attend a 
state-supported camp for crippled children, 
Thomas stayed home. At the urging anc with the 
support of the psychiatrist, he undertoox to earn 
money mowing lawns and doing odd jobs. 

In the fail, two years after their first meeting, 
Thomas’ mother confided to the psychiatris: the 
long-standing marital discord that had permeated 
their household. She described her husband as a 
good but isolated man from whom she fel: es- 
tranged; she wondered if perhaps she had not clung 
unduly to Thomas as a consequence. At the next 
interview three months later, Thomas’ father drove 
him to the clinic and the psychiatrist emphasized 
the several ways in which he might be of help to his 
son by more actively including him in his own life. 
The father, who had been deeply threatened bv the 
congenital defect in his son and who felt left out of 
his care, responded by informing himself of the 
boy’s interests and activities in a much more sup- 
portive way. He brought him along on his jobs and 
included him in his own life, even though there was 
little change in the marital situation. 

At present, after four years of follow-up in the 
Patient Progress Clinic, Thomas has acquired suf- 
ficient control of his bowel function to obviate the 
need for a colectomy. The strengthening of his 
perineal musculature through exercise, the per- 
sonal regulation of his enemas, and dietary discre- 
tion have enabled him to master his defect suffi- 


` ciently to achieve a high degree of continence. His 


school performance has improved to approxi- 
mate his potential. His social activity is greatly 
expanded and he is thinking seriously about him- 
self and his future. 


Case 2. The group of patients without demon- 
strable organic disease can be illustrated by Chloe, 


[99]. 


724 


an Il-year-old girl who was seen in psychiatric 
consultation on the neurological ward to which she 
had been admitted with the diagnosis of suspected 
brain tumor. She had suffered the rather abrupt 
onset of jerking, dystonic movements accompanied 
by an outcrying and spasm of her left arm and leg. 
The neurologist thought that each of her signs and 
symptoms was of a quality most consistent with 
organic disease of the central nervous system but 
he was perplexed that the total picture could not be 
explained by any single organic disease entity and 
would require the simultaneous occurrence of sev- 
eral lesions. 

The patient was a strikingly pretty prepubescent 
girl with a vacuous stare punctuated by a left-sided 
grimace with simultaneous writhing of the right 
side of her body accompanied by a groan. The seiz- 
ure lasted 30 seconds, after which her face and 
body resumed repose and she spoke affably as if 
nothing were amiss. 
= Despite the organic appearance of these epi- 
sodes, with the form and distribution of signs remi- 
niscent of the hemiparesis following cerebrovascu- 
lar accident, the countenance, history, and 
personality of the child were much more consistent 
with the diagnosis of a conversion symptom in a 
child with a hysterical character structure. 

The psychiatrist ascertained that the child’s 
mother worked as a physiotherapist, traveling to 
nursing homes around the state, and that the 
patient had recently asked (and was allowed) to ac- 
company her on her rounds. It seemed most likely 
that her signs and symptoms represented her iden- 
tification in mimicry of the patients who had cap- 
tured so much of her mother’s attention. 

Repeating to the child and her parents that there 
was nothing wrong with her body and that she 
could and should resume normai activity, coupled 
with a program of physical therapy, enabled her to 
resume most of her motility before discharge from 
the hospital. 

The parents were adamant in their refusal to en- 
tertain the possibility of an emotional basis for 
their daughter’s complaints. Having already had 
the child in two hospitais, they were content not to 
go to another hospital, but they insisted that the 
condition must be due to some unrecognized cen- 
tral nervous system disease. Despite this conten- 
tion—which persists to the present—they accepted 


referral to the Patient Progress Clinic. In a follow- | 


up interview it was clarified that Chloe had pur- 
sued a vigorous program of highly exhibitionistic 
activities: dancing, gymnastics, cheerleading, bal- 
let, and horseback riding. Despite the protests of 
mother and child, the parents acted to curtail the 
frantic pace with which these had been pursued 
and restored some restraint to the excitement that 
had prevailed around the use of Chloe’s body. 

A subsequent interview revealed a household 
split along incestuous lines in which Chloe served 
as her father’s confidante in an exclusive bind from 
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which it appeared she was attempting to escape 
through her symptomatology. The parents were 
advised to realign the distribution of their atten- 
tions, and the child was urged to cultivate a life 
away from her parents; this was done without any 
comment upon the bearing of these recommenda- 
tions on her symptoms. Three months later the 
child was free of symptoms, although her character 
structure subsequently remained vulnerable to the 
formation of hysterical features. The parents con- 
tinued to insist that the child was a paragon of 
mental health and steadfastly refused any psy- 
chiatric attention for her or themselves. 


Discussion 


There are a significant number of children 
whose hospitalization mobilizes intrapsychic 
and intrafamilial conflicts that present them- 
selves in the form of a crisis of physical symp- 
toms and signs. The ultimate resolution of 
their conflicts depends upon effective inter- 
vention, including the recognition and identi- 
fication of the constituents of the strife. In an 
article on hospitalization, Solnit (1) observed: 
“A crisis for the mother and child can ad- 
vance or hinder the child’s development.” The 
Patient Progress Clinic was established to 
provide a form of psychiatric treatment for a 
pediatric population who would not receive 
attention otherwise. These patients do not ac- 
cept referral to a regular psychiatric clinic for 
a wide variety of reasons, all of which ulti- 
mately derive from their predilection to expe- 
rience psychic stress as bodily sensation. By 
means of acute intervention at the time of 


hospitalization, with prolonged but infrequent 


follow-up, a supportive relationship with a 
vigorous transference can be developed. The 
psychiatrist who is willing to defer early in- 
sights in favor of an emphasis upon the 
patient’s symptomatic improvement will ul- 
timately be rewarded with the development of 
understanding by the patient and his parents, 
but only when they are ready. A willingness 
and ability to approach the patient and his 
parents at that level of psychic functioning 
with which they are reasonably comfortable is 
essential to this technique, which aims to re- 
solve acute bodily suffering into its psychic- 
components in order to afford relief. 

Wolff (2) observed that “when children 
with known psychiatric disorders are com- 
pared with normal controls we find that dis- 
turbed children have been in hospitals much 
more often and for much longer than other 
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children in the community” (p. 62). Prugh 
and associates (3) concluded an extensive 
study of children in the hospital with the com- 
ment that “the preventive possibilities of the 
work of pediatricians—and other professional 
groups—in regard to the handling of post- 
hospitalization reactions seems clearly evi- 
dent.” 

‘The Patient Progress Clinic is an attempt 
to realize the preventive possibility of pediat- 
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ric hospitalization by transforming the acute 


crisis into a therapeutic relationship. 
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Crisis Intervention and Prevention of 
Psychiatric Disability: A Follow-Up Study 


BY J. BARRY DECKER, M.D., AND J.M. STUBBLEBINE, M.D. 


Two groups of young adults were followed for 
two and a half years after their first psychiat- 
ric hospitalizations. The first group received 
traditional modes of treatment; the second 
group was hospitalized after the institution of 
a crisis intervention program. The authors 
compared the outcomes of the two groups to 
test whether crisis intervention could reduce 
long-term hospital dependency without pro- 
ducing alternate forms of psychological or so- 
cial dependency. They found that crisis inter- 
vention did reduce hospitalization throughout 
the second group's follow-up period without 
an increase in other indices of disability. 


RISIS INTERVENTION as the rationale for 
C a clinical psychiatric technique was first 
clearly presented by Eric Lindemann in 1944, 
in his description of his interventions in the 
course of grief after Boston’s Cocoanut 
Grove fire (1). The appeal of this concept lies 
in the possibility of prevention. If crises in 
which adaptational success or failure hangs in 
the balance can be identified and favorably in- 
fluenced at the time they occur, there is a 
great advantage over later treatment of the 
residual effects of adaptational failure on ego 
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development. As elaborated and popularized 
most notably by Gerald Caplan (2), the con- 
cept of prevention by crisis intervention has 
been the rationale for a large part of the liter- 
ature and activity in the growing field of com- 
munity mental health. l 
Until 1969 all emergency and involuntary 
psychiatric hospitalization in the City and 
County of San Francisco took place at San 
Francisco General Hospital. In 1967 crisis in- 
tervention replaced emergency detention at 
San Francisco General Hospital. Among the 
reasons for this change was a clinical judg- 
ment that the process of detention, diagnosis, 
and disposition was itself a pathogenic experi- 
ence. Helplessness and institutionalization be- 
came solutions for the patient’s develop- 
mental and adaptational stresses. Long-term 
prevention called for a treatment process or- 
ganized to help patients regain control of 
events and emotions in the hours and days 
surrounding a psychiatric hospitalization. 
The change in the nature of psychiatric emer- 
gency treatment in San Francisco has been in 
effect over a long enough period that we may 
begin to compare the long-term clinical re- 
sults of crisis intervention with the effect of 
diagnosis and inpatient treatment on the 
course of illness of large numbers of patients. 


Method 


We shall compare the outcome over a two- 
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and-a-half-year period for the 315 young 
adults wko had their first admission to’San 
Franciscc General Hospital’ for emotional 
disorder during the last six months in 1964 
with that for the 225 who were first admitted 
during the last six months in 1967. 

For pazients with disorders requiring acute, 
intensive 24-hour care, the possibility existed 
that crisis intervention, far from preventing 
permanent personality damage as we as- 
sumed, actually only prevented the intensive 
long-term inpatient treatment appropriate to 
a severe mental disorder. If so, we would ex- 
pect that eventually all incidence of severe 
disability due to mental illness in the form of 
instituticnalization, death, or dependency on 
welfare would become greater in a group 
treated with crisis intervention than in a simi- 
lar group provided long-term inpatient care. 
Since the 1967 group was composed of those 
who remained after crisis intervention had 
been used with as many patients as possible, 
one might expect that their outcome would be 
biased tcward showing greater pathology. 


The Emergency Detention System in 1964 


In the detention wards of 1964, patients 
were mcst commonly admitted on the initia- 
tive of the police and were observed for sev- 
eral days. They were examined and diagnosed 
medically and psychiatrically by students, in- 
terns, and residents, with each case reviewed 
daily by staff psychiatrists. When inpatient 
treatment was needed, this was arranged for 
either Iccally on the inpatient treatment units 
at San Srancisco General Hospital or Lang- 
ley Porzer Neuropsychiatric Institute, or on 
the acute treatment units of one of the distant 
state hospitals serving San Francisco resi- 
dents. 


The Crisis Intervention System in 1967 


By 1967 the Psychiatry Service at San 
Francisco General Hospital was organized 
into four clinical units, each with three inter- 
disciplinary teams. At any given time 
througkout the day one team was on “intake” 
and reczived all patients coming to the hospi- 
tal for psychiatric reasons. 

In 1967 the responsibilities of a psychiatrist 
were shared in an interdisciplinary team with 
a nurse, a social worker, several technicians, 
house staff, and other trainees. The team used 
all its technical and personal resources in all 
available modalities of care to reestablish in- 
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dependent functioning of the individual as 
quickly as possible. As soon as the patient 
appeared at the hospital, a rapid but compre- 
hensive evaluation was made by the team, 
which could offer a wide range of degrees and 
modalities of treatment, including 24-hour in- 
patient care. With a few carefully considered 
exceptions, every effort was made to avoid al- 
lowing a patient in crisis to develop a stable 
adaptation to 24-hour-a-day institutional 
care. 


The team members had first to create a sit- . 


uation in which communication could be es- 
tablished between the patient and the staff, 
then to use this relationship to motivate and 
assist the patient to reestablish a role in a so- 
cial network outside of the treatment situ- 
ation. This required dealing immediately with 
a broad range of medical, social, financial, 
and legal problems simultaneously with the 
motivational and defensive elements relevant 
to the patient’s ability to resolve the crisis. 
Each team had patients in all phases of treat- 
ment and could move patients from one type 
of treatment to another as a crisis developed 
and was resolved and still sustain, therapeutic 
interpersonal bonds. The goal is suggested by 
the ierm “mental health expediter,’ which 
was used to describe paraprofessionals 
trained to treat patients in the manner de- 
scribed here (3). Should further crises occur, 
the patient would again be treated by the orig- 
inal team. 


Follow-Up Method 


All psychiatric admissions to San Fran- 
cisco General Hospital (SFGH) for the two 
study periods (the last six months of 1964 and 
the last six months of 1967) were screened for 
birth date. The SFGH charts were obtained 
for all patients over the age of 18 and under 
31. Patients with prior psychiatric admissions 
to SFGH or primary discharge diagnoses of 
organic disorder were then excluded. The re- 
maining patients comprised the subgroup of 
the San Francisco young adult population 
having their first admission to SFGH for a 
functional psychiatric disorder (315 in 1964; 
225 in 1967). 

This hospitalization is referred to as the in- 
dex hospitalization; it extended from the day 
of admission until it was terminated either by 
discharge or by transfer to an inpatient treat- 
ment unit. A record was made from the charts 
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TABLE 1 


Comparison of Monthly First Admissions of 
Patients Age 18-30 





JULY-DEC. JULY-DEC. 
CATEGORY 1964 1957 CHANGE 
Men 
With positive 
history 7.8 8.8 +1.0 
Without positive 
- history 16.5 13.1 -3.4 
Women 
With positive 
history“ 9.0 4.1 -4.9** 
Without positive ' 
history 19.1 11.3 - =7.8*** 
Total 52.5 37.5 —15.0*** 
* A history of prior psychiatric hospitalization elsewhere or some 
prior period on welfare. 
**n < .05 


of these patients of any history of prior hospi- 
talization elsewhere, as well as all subsequent 
SFGH psychiatric admission and discharge 
dates. 

The index hospitalization list was checked 
against the central index of the California 
State Department of Mental Hygiene to ob- 
tain hospital admission and discharge dates 
for all state hospitals, including the two neu- 
ropsychiatric institutes. Days on leave were 
not counted as hospital days. 

The list was then checked against the cen- 
tral registry of the San Francisco Department 
of Social Services to determine dates for on- 
set and discharge of all patients from either 
Aid to the Totally Disabled (ATD) or Aid to 
Families with Dependent Children (AFDC). 

The list was then checked against the San 
Francisco Death Registry and, for those who 
had died, the death certificate was examined 
for cause of death. 

Whenever data on file were incomplete or 
ambiguous, the appropriate hospital or social 
service chart was examined to complete the 
data. | 

Follow-up data were calculated from the 
discharge date of the index SFGH hospi- 
talization until May 1, 1967, for the 1964 
group, and until May 1, 1970, for the 1967 
group. The follow-up period ranged from two 
years and four months to two years and ten 
months, depending on the initial admission 
date. 


Results 


The average number of young adult first 
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psychiatric admissions per month decreased 
from 52.5 in 1964 to 37.5 in 1967. This change 
was probably not due to a decrease in the 
population of young adults in San Francisco 
at risk of a psychiatric hospitalizazion, since 
the 18-34 age group in San Francisco in- 
creased from 165,274 in the 1960 census to 
204,896 in 1970. The probable cause i5 sug- 
gested by table 1, which shows that the differ- 
ence in admissions was almost entirely due to 
a reduction in the rate at which wamen were 
hospitalized, particularly those with no his- 
tory of prior psychiatric hospitalization or of 
being on welfare. 

The reason for these differences is clzar to 
those who work in general hospital crisis or 
emergency settings. Young women tend to 
present psychiatric emergencies in greater 
numbers than men, but in our experience are 
much more likely to have relatives, friends, 
and therapists interested in them who are, or 
can be; involved with the crisis. If diagnosis 
must precede treatment, such patients must 
be hospitalized if the symptoms are serious, 
and in 1964 women were hospitalized in 
greater numbers than men. Where crisis mas- 
tery is the issue, and a social network is avail- 
able at the initial contact, the relative isola- 
tion and protection of the hospital may be 
attractive but is often contraindicated. The 
result is that fewer women were hospitalized 
in 1967 than in 1964, while the number o7 men 
hospitalized changed relatively little. 

As a result of the change in criteria for hos- 
pital admission, the group of patients Lospi- 
talized in 1967 was smaller and of a different 
composition fram that in 1964. Table 2 shows 
the composition of the two groups, with a 
relative shift toward men and chronicity, due 
to the lower number of young women admit- 
ted as a result of crisis intervention at the ini- 
tial contact. 


TABLE 2 


Composition of 1964 and 1967 Groups of 
First Psychiatric Admissions of Young Adults 


1964 (N=3156) 1867 {(N=Z25) 


CATEGORY NUMBER PERCENT NUMBER PEFCENT 


Men 


With positive history 47 14.9 53 23.6 
Without positive 


history 99 31.4 79 35.1 
Women 
With positive history 54 17.2 25 11.1 
Without positive ; 
history 115 36.5 68 33.2 
[103] 
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TABLE 3 
Follow-Up of 1964 and 1967 Groups 


1964 1967 
CATEGORY (N=315) IN=225) 
Follow-up hespitalizations 193 86* 
Readmissions** 154 127 
Hospital days per patient 131.2 61.1 
Total hospital days 41,552 13,754 
Receiving welfare support 35 29 
Committed suicide 6 1 


*p < .01 by shi square. 
** Excluding those transferred after the initia! hospitalization. 


Initial Hospitalization ana Disposition 


The 315 patients in the 1964 group spent an 
average cf 5.9 days in their first SFGH psy- 
chiatric hospitalization. In 1967 the 225 hos- 
pitalized patients averaged 11.5 days ‘ during 
the inpatient phase of crisis intervention. Fol- 
lowing this, 138 patients (44 percent) from the 
1964 group were transferred for further in- 
patient treatment. In contrast, 28 patients (12 
percent) from the 1967 group were trans- 
ferred for inpatient treatment (p<.01 by chi 
square). 


Follow-Up Psychiatric Hospitalization 


Over the two-and-a-half-year follow-up, 
193 of the 325 patients in 1964 (60 percent) 
spent some period of time in psychiatric hos- 
pitals (including transfers) after the initial 
SFGH hospitalization (see table 3). Only 86 
patients from the 1967 group (34 percent) 
spent any additional period in psychiatric 
hospitalization (p<.01 by chi square). 


Readmissions 


The total number of subsequent psychiatric 
admissions (excluding transfers) for the 1964 
group in the follow-up period was 154, or 0.49 
per patient. The corresponding figures for the 
1967 group are 127, or 0.56 per patient. 


Hospita! Days per Patieni 


The marked reduction in the proportion of 
patients treated with long-term inpatient care 
in 1967 without a significant change in the 
readmission rate continued throughout the 
follow-up period. As a result, the average 
number of days spent in psychiatric hospitals 


' Distribution does not meet the criteria of normality 
for statistical tests of difference since there were only 
small numbers of patients in both groups with extended 
hospital stzys. 
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from the first day of the initial SFGH hospi- 
talization and during the entire two-and-a- 


half-year follow-up period fell from 131.2 


days for the 1964 group to 61.1 days ? for the 
patients first admitted in 1967. 


Hospitalization 
The cumulative effect of the reduction in 


-first admissions, and the reduction in the av- 


erage number of hospital days for those who 
were admitted, resulted in a reduction from 
41,552 total hospital days for the 1964 group 
to 13,754 hospital days for patients first ad- 
mitted in 1967. 


Welfare 


Out of the group of patients first admitted 
in 1964, 35 or 11 percent received Aid to the 
Totally Disabled or Aid to Families with De- 
pendent Children during the two-and-a-half- 
year follow-up period. Twenty-nine or 13 per- 
cent of the 1967 group received ATD or 
AFDC. 


Suicide 


Six of the patients first hospitalized in 1964 
died during the follow-up period—all by sui- 
cide. There was only one death during the fol- 
low-up period for the 1967 group, also by sui- 
cide. While we feel the drop in numbers of 
patients committing suicide is not a coinci- 
dence, the numbers are too small to achieve 
statistical significance. 


Discussion 


Possibly because of the great number of 
methodological problems in psychiatric field 


studies in general (4), it has been very difficult 


to determine whether crisis intervention pro- 
grams have actually been effective in the pre- 
vention of chronic mental illness. Short-term 
studies, such as outcome in surgery, have re- 
peatedly shown clinical benefits from crisis in- 
tervention techniques (5-7). Outcome studies 
in which psychiatric hospitalization has been 
averted have shown good results (8-10). In 
neither case, however,. is it clear that we are 
following patients likely to have gone on to 


? Distribution of hospital days per patient does not 
meet the criteria of normality for statistical tests of 
difference since there was such a small number of pa- 
ae in both groups with large numbers of hospital 

ays. 
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states of severe deterioration. 

Long-term studies of a population at risk 
of mental illness have shown reductions in 
the number of people requiring chronic hospi- 
tal care as a result of the operation of a com- 
munity mental health center(11), but the 
change in the patient’s location from hospital 
to community does not tell us whether dis- 
ability has been lessened. Military psychiatry 
has developed a technique and rationale very 
similar to crisis intervention with apparently 
excellent preventive results (12). However, de- 
spite some inviting analogies between urban 
life and armed combat, the degree to which 
the military experience can be generalized to 
civilian psychiatry is quite uncertain. 

In previous papers, a massive shift from 
state hospital treatment to community pro- 
grams in San Francisco has been de- 
scribed (13, 14). This shift has been adminis- 
tratively possible because of the development 
of clinical methods of crisis intervention for 
all patients at risk of psychiatric hospi- 
talization in San Francisco since 1967. Since 
1968 this same approach has been decentral- 
ized in mental health centers throughout San 
Francisco. While the programs of the local 
mental health centers are quite varied, oper- 
ation of the system as a whole depends on the 
effectiveness of crisis intervention in all the 
centers in preventing or abbreviating forms of 
illness requiring 24-hour institutional care. In 
this way personnel, and other resources re- 
quired for institutional care could be shifted 
into a broad range of community services de- 
signed to reach people at risk of hospi- 
talization earlier and to reach some people 
who have less incapacitating disorders. 

In addition, we conclude from the results of 
this study that the anticipated reduction of 
psychiatric inpatient treatment was achieved 
by the crisis intervention treatment program. 
Fewer patients were hospitalized and those 


who were spent less time as psychiatric in- 


patients. This reduction in hospitalization was 
achieved without paying a price in alternative 
forms of disability, such as increased read- 
mission rates or increased support by welfare, 
and indeed with a reduction in the number of 
patients who later committed suicide. More 
importantly, these results were obtained with 
patients who as a group were initially some- 
what more chronically disabled and- socially 
isolated than the comparison group. 

Social adaptation cannot be equated with 
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mental health in a simple way, but neitker can 
hospitalization be simply equated with good 
treatment of mental disorder. It is not the au- 
thors’ contention that psychiatric hospi- 
talization is bad. We do feel that, if hospi- 
talization is used with the restraint 
appropriate to any potent but dangerous rem- 
edy, human beings can show a remarkable ca- 
pacity for recovery from the gravest of emo- 
tional crises. Young adults Facing 
adaptational failure rarely need or tenefit 
from an adaptetion to the infantile life af pro- 
longed institutional care. With a treatment 
program aimed at rapid reduction of help- 
lessness and infantilism, patients do not show 
a tendency to eventually require institution- 
alization or to substitute other forms of help- 
lessness, such as multiple hospital admissions, 
dependence on welfare, or suicide. 
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Hotlines and Youth Culture Values 
BY PAUL TOROP, M.D., AND KAREN TOROP, M.S.S.S. 


Hotlines represent a coalescence of the tradi- 
tional and the counter-culture models of crisis 
intervention. Hotline staff members who are 
oriented toward counter-culture values tend 
to relate easily to callers in a nondirective, 
nonauthoritarian manner. But in their efforts 
to be accepting and informal, they have diffi- 
culty avoiding sadomasochistic entangle- 
ments with some chronic callers. Even though 
the younger volunteers tend not to be predis- 
posed to seek professional supervision in 
learning to manage these difficulties, they are 
able to use such supervision effectively. 


HEN THE Suicide Prevention Center of 

Los Angeles was established 12 years 
ago, facilities for crisis intervention by tele- 
phone were unusual. During the past decade 
such psychiatric emergency centers have 
sprung up throughout the country. The most 
recent phenomenon in this development is the 
“hotline,” which provides, for persons experi- 
encing any kind of emotional crisis, immedi- 
ate access by telephone to an anonymous, 
sympathetic listener. The first hotline was 
started at Children’s Hospital in Los Angeles 
in 196%. There are currently about 500 hot- 
lines ix the United States (1), and many of 
these have been initiated within the past two 
years. 

We provided professional supervision and 
consultation for the Alexandria (Va.)- Hot- 
line, which at the time had been in existence 
for less than one year. This hotline, like 
most hotlines, uses nonprofessional volun- 
teers gs listeners. It was our goal to help 
maximize the effectiveness of this nonprofes- 
sional staff. 

Implicit in the formation of many hotlines 
are the values and beliefs of the current youth 
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counter culture. These values can contribute 
to the success of hotlines. However, some of 
these values tend to lead young hotline vol- 
unteers into difficult relationships with certain 
callers. In these situations professional super- 
vision can be extremely useful, but counter- 
culture beliefs about professionals often work 
against the acceptance of supervision. We 
found it a challenge to use our knowledge and 
experience in a manner that both profes- 
sionals and nonprofessionals would agree is 
helpful to the caller and to the volunteer. In 
this paper we will provide a perspective on the 
development of hotlines and describe our 
work in supervising young hotline volunteers. 


Historical Perspective 


Hotlines appear to have origins in tradi- 
tional and counter-culture models of crisis in- 
tervention. The crisis intervention theories of 
Lindemann (2) and Caplan (3) provided a 
theoretical basis for the establishment of 
early psychiatric first-aid centers. The origi- 
nal centers, such as the Los Angeles Suicide 
Prevention Center, were staffed by mental 
health professionals. When it became neces- 
sary to employ nonprofessionals to meet the 
need for service that would be available seven 
days a week, 24 hours a day, these persons 
were carefully selected, intensively trained, 
and closely supervised. Thus a hierarchical, 
highly structured organization characterized 
the original psychiatric emergency centers (4— 
6). 
The hotlines tend to manifest some of the 
characteristics of a later development in the 
history of crisis intervention: the experiences 
of professionals and nonprofessionals who in 
the late 1960s began to organize free clinics, 
houses for runaways, drug rescue groups, and 
other informal or communal help centers. 
The model here emphasizes openness, accept- 
ance, and unstructured relationships with oth- 
ers as therapeutic. In such settings each staff 
person, depending more on his life experience 
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than on his academic credentials, is a poten- 
tial source of guidance for other personnel. 
This tends to reflect a view of professional ex- 
pertise as authoritarian or irrelevant to the 
experiences of young people. 

As might be expected, the staff person in 
this model opts for a free flow of feelings and 
experiences between himself and the patient 
or client. He is uncomfortable with the meth- 
ods of the more traditional crisis intervention 
worker (e.g., formulating a diagnostic impres- 
sion, establishing a working relationship, and 
developing a treatment plan). 


The Alexandria Hotline 


Hotlines may reflect characteristics of both 
the traditional and the counter-culture crisis 
intervention models. The Alexandria Hotline, 
for example, was initiated by professionals 
and established community leaders, but uses 
as staff a generally young group of volunteers 
who are enthusiastic about talking with trou- 
bled persons. It is coordinated by a mental 
health professional and uses other profes- 
sionals for training, supervision, and backup 
services. Decision-making powers rest with a 
small group of professionals and community 
leaders. The training of volunteers is neither 
‘as rigorous as that of the traditional crisis in- 
tervention centers nor as informal as that of 
the counter-culture model. 

The Alexandria Hotline’s initial training 
program involved two sessions of two and 
one-half hours each. Volunteers were selected 
to attend on the basis of their written appli- 
cations, which contained references and a 
statement of their reasons for wanting to 
work on the hotline. Instruction in crisis and 


suicide theory and discussion of nondirective ° 


interviewing techniques took place in a large 
group of approximately 60 applicants. Small 
groups of ten to 12 applicants then partici- 
pated in role playing under the direction of a 
professional. | | 

The mental health professionals and the 
notline organizers screened volunteers infor- 
mally by observation during this initial train- 
ing program and the early days of the hotline. 
Once accepted, volunteers were expected to 
attend a monthly in-service training session, 
which consisted of either a small group of 
about ten, led by an experienced volunteer or 
by a professional, or a meeting of all vol- 
unteers, usually addressed by a professional. 
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During the early weeks the coordinator or 
one of the hotline organizers was in the office 
to provide supervision as needed. Later, the 
presence of a veteran volunteer during mos: 
four-hour shifts served this function. Super- 
vision was also available at the request cf the 
volunteers, as was immediate psychiatric 
backup by telephone. Volunteers generally 
felt free to ask advice or share their feelings i1 
the informal setting of the office, but many 
were resistant to attending the in-service 
training. We feel that this was due in part ta 
their negative feelings about professional su- 
pervision. Some of these feelings will be dis- 
cussed later. 

It seemed to us that this selection and train- 
ing process was adequate to produce a dedi- 
cated beginning staff, one capable or handling 
most calls with empathy, common sense, and 
originality. A self-selection process during the 
initial training period also served to weed ou: 
persons with inappropriate motivations anc 
lack of sensitivity to themselves and others. It 
was felt that much of the learning would have 
to be done on the job and that an intensive 
course in factual material would not be effec- 
tive and might, in fact, increase the appli- 
cants’ anxiety. (Concrete information regard- 
ing techniques of handling specific emer- 
gencies was posted on the walls of the office, 
and information about drugs and other prob- 
lems was also available for quick reference.) 

The Alexandria Hotline’s screening criteria 
differed from that of some other hotlines with 
a greater counter-culture orientation in that 
the latter tend to look for the applicant’s de- 
gree of “radical awareness’ as well as his 
level of emotional maturity and ability to re- 
spond to callers’ needs. For example, one hot- 
line, which uses a comprehensive telephone 
screening interview before inviting applicants 
to orientation sessions, asks the interviewer, 
“Does prospective new volunteer seem to 
have an adequate knowledge and under- 
standing of ‘whv’ there are ‘alternative’ life- 
styles?” and “What kind of life-style [does 
the prospective volunteer] have?” (1). 

The Alexandria Hotline did not require 
such awareness; it was, however, apparent 
that the younger volunteers shared an under- 
standing of and some participation in alterna-: 
tive life-styles. 

In its first six months of operation the Al- 
exandria Hotline trained more than 200 vol- 
unteers and received more than 13,000 calls. 
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It is estimated that more than half of the vol- 
unteers have been under age 30, with perhaps 
one-fourth under 20 years. The minimum age 
is 18. The content of the calls ranged from 
parent-child conflicts to drug problems to po- 
tential suizides. 


Supervision of Volunteer Staff 


In the early training sessions the profes- 
sional staff placed much emphasis on a nondi- 
rective approach to callers. The anticipated 
problem—that the volunteers would hasten to 
give advice, authoritarian solutions, or a bar- 
rage of referrals—did' not materialize as a 
critical one, particularly with the younger 
staff. In Fact, the greatest difficulties seemed 
to arise Out of the very accepting and non- 
judgmental approach described earlier as 
characteristic of counter-culture crisis inter- 
vention. 

It became apparent after several months 
that volunteers were having difficulty with 
callers whose reactions to their acceptance 
and warmth were not foreseen in either the 
volunteers’ initial training or their expecta- 
tions of their role. These callers, many of 
whom were repeaters, were able to manipu- 
late the volunteer in such a way that the focus 
of the call became the volunteer’s reaction to 
the maneuverings of the caller. 

For example, one repeater who presented 
himself to the predominantly white volunteers 
as a young black man (but who was actually 
white) accused them of indifference or racism 
when they wearied of his paranoid tirades, be- 
came annoyed with his abusive language, or 
refused to meet with him. Another chronic 
caller, who was quite psychiatrically sophis- 
ticated, projected his feelings about his thera- 
pist onto the volunteers, expertly provoked 
their anger, then became enraged at them and 
either threatened suicide or hung up. A third 
repeater spoke in depressed tones about his 
inability to articulate his problem, subtly en- 
couraging (female) volunteers to question and 
reassure him, while he masturbated through- 
out the call. 

The challenge of such callers has been 
noted in reports of the traditional crisis inter- 
vention centers (4), and it is certainly not un- 
known to social agencies, psychiatric clinics, 
and haspital emergency rooms. These cailers 
are the persons who in other circumstances 
are often diagnosed as borderline or overtly 
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psychotic or as dealing with the world 
through perversions. 
However, to the young hotline volunteer 


they present a particular dilemma. The social- 


psychological set of many of these young vol- 
unteers tends in the direction of what Charles 
Reich has described as ‘“‘Consciousness 
HP (7). Some of the characteristics noted by 
Reich are the belief in the uniqueness and ab- 
solute worth of each individual and the re- 
fusal to judge anyone else. It is very difficult 
for a person with this orientation to deal with 
the feelings aroused by repeated experiences 
with a manipulative, often sadistic caller. 

The hostility, guilt, and sense of failure the 
volunteers felt was at times overwhelming. 
And yet, turning to a professional consultant 
is difficult for someone who Is trying to orga- 
nize his or her life away from the “old-style” 
relationships of subservience and authority. 
Furthermore, the professional is distrusted 
for his tendency to analyze and classify indi- 
viduals, which is seen as antithetical to the be- 
lief that “each person has his own individ- 
uality, not to be compared to that of anyone 
else” (7, p. 227). | 

With the volunteers’ training in nondirec- 
tive interviewing techniques and their values 
regarding relationships with others, they had 
difficulty avoiding sadomasochistic entangle- 
ments with chronic callers. The volunteers 
tended to vacillate between overacceptance 
and rejection; subsequently, frustration and 
their guilt about their anger pushed many of 
the most sensitive and enthusiastic staff mem- 
bers to the verge of quitting their hotline 
work. In such situations we feel that profes- 
sional supervision can be useful in counteract- 
ing the emotional exhaustion or burned-out 
feeling described by volunteers. 

During in-service training sessions, both in 
small and large groups, volunteers initially 
asked general questions about mental illness, 
suicide, and community resources. But then, 
rather quickly, someone exploded with a. 
plea—or challenge—for information about 
how to handle a particular repeater known to 
virtually every volunteer. 

We found it most effective to talk about 
such callers in terms of why they might be re- 
peaters. The young, supposedly black caller 
was discussed as someone who probably had 
a lifelong pattern of searching for under- 
standing and acceptance, but also a need to 
feel anger about his inability to obtain what 
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he sought and a fear of the closeness that he 
wanted. He asked for total acceptance— 
which the volunteers were usually only too 
ready to try to give him—but also acted out 
zhe angry and frightened components and 
provoked rejection. As the group members 
discussed their experiences with him, they be- 
came convinced that he repeatedly played out 
this drama in his relationships with vol- 
unteers. 

As they began to give up the fantasy that at 
some point their total acceptance would be 
helpful, they were able to deal more honestly 
with their anger at having been used in a way 
that was neither therapeutic to the caller nor 
gratifying to them. Here the supervisors could 
provide the information that anger and frus- 
tration do not necessarily mean failure, but 
can be used as data in understanding a caller’s 
pattern of relating to others. 

The volunteers seemed to be able to use the 
supervisors’ permission and encouragement 
to analyze in the service of developing a more 
constructive approach to callers. Once staff 
members realized that structuring some calls 
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had a use in their work and that their own 
feelings could be experienced fully rather than 
suppressed, they began to apply this knowl- 
edge to their interaction with other repeaters. 
With their new understanding of the patterns 
of relationships, they began to be able to 
place reasonable limits on the length and con- 
tent of contacts with the more difficult cal:ers. 
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Crisis Intervention 


HE TERM “crisis intervention” is now very popular, but ten years 
T ago it was not even listed in the Psychiatric Dictionary. It first ap- 
peared in the 1970 edition (1). Those who use the term “crisis” are 
generally talking about a disruption of adaptation in which the usual 
problem-solving techniques don’t work. This acute upset presents an 
opportunity for growth when the crisis can be mastered, but in the 
susceptible individual it may precipitate a regression and the onset of 
acute psychiatric illness. The fact that it deserves a Special Section in 
this issue of The American Journal of Psychiatry is further evidence of 
current interest and timeliness. 

Crisis intervention is a popular concept because the results are rapid 
and improvement is common and because of the assumption that any- 
one can learn to do crisis intervention. However, that assumption is not 
substantiated by systematic research or a comparison of the results of 
treatment with other approaches. The techniques of crisis intervention 
include a variety of approaches. The five papers in the Special Section of 
this issue discuss emergency services, hotlines, the prevention of hospi- 
talization, and the effect of a crisis on the family. To some, crisis inter- 
vention includes a brief stay in the emergency room or brief treatment 
on an inpatient service. Those treated may be individual patients or 
whole families. 

In line with today’s emphasis on making mental health services avail- 
able to all, crisis intervention is often seen as an inexpensive panacea or 
as a substitute for a truly comprehensive array of mental health ser- 
vices. Actually most communities have networks of crisis services, and 
those run by mental health professionals improve their effectiveness 
when they are coordinated with other human service agencies. Both 
the Schwartz-Weiss-Miner and the Torop and Torop papers in this 
issue raise questions about the coordination of such services. The 
success of crisis services when hotlines are manned by volunteers will 
depend on the effective use of professional consultation. But Torop 
and Torop point out how frequently the hotline volunteer is antipro- 
fessional. Such an attitude underscores the question of who can do 
crisis intervention and of the potential dangers to patients when the 
unskilled volunteer is responding to his own intuition and bias rather 
than to a tested set of principles that depend on knowledge of normal 
human responses and psychopathology. It is encouraging to read 





In this section the Editor samples varied opinions on topical problems. The 
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about progress when professional supervision is skillful, but the initial 
reactions of the Alexandria group give the psychiatrist cause for con- 
cern about telephone crisis services. 

Another basic problem in the field is to define who the patient is. The 
traditional category of the individual patient is one with which we 
psychiatrists are most at ease. Yet the clinical experience of Ruben- 
stein and of Galdston and Hughes suggests that crisis intervention is 
most useful when the family is the patient. Clinical criteria have not 

‘yet been established to determine when it is most helpful to see the 
family together and when to work primarily with the “patient.” 

The entire field of crisis intervention will open new vistas in under- 
standing normal ego functions when we can study the factors that pre- 
dict successful or unsuccessful coping in problem solving. Although the 
technique of crisis work is to focus on the present, a great deal would be 
discovered if additional attention were paid to the individual’s suscep- 
tibility to crisis and to the reaction of families to crisis. Much more 
needs to be done to define the goals and objectives of crisis intervention 
techniques. In a field where response is rapid and change is expected, it 
is too easy to slide over the process and to avoid deeper inquiry. De- 
scription of crisis reactions remains unsystematized; the challenge of 
classifying such reactions should interest more investigators. 

Outcome studies that include follow-up are especially desirable. The 
Decker-Stubblebine study reports on the follow-up of individual crisis 
cases treated with brief hospitalization. The Langsley-Kaplan group 
(2) reported on follow-up after outpatient family crisis therapy with 
families and compared results with those found where similar patients 
were treated by hospitalization. Follow-up studies of individual out- 
patient crisis intervention, of the outcome of persons served by hotlines, 
or of the effectiveness of home visits contrasted with services in profes- 
sional settings are lacking. Many of us claim that effective crisis inter- 
vention does not deter motivated patients from therapy for chronic 
problems, but do we really know that? The claims and counter claims of 
the professional and nonprofessional volunteer groups have not been 
subjected to test. 

Finally, we should hope for more than symptomatic relief. It is clear 
that crisis intervention can alleviate immediate distress and can avoid 
regression and hospitalization, but can crisis intervention teach more 
effective coping in the future? Without seeking that goal, we fly in the 
face of Caplan’s original definition of crisis as opportunity for growth 
as well as signal of danger. . 

Despite all that is unknown about crisis intervention, the fact remains 
that new treatment techniques have made it possible to intervene in a 
process that would otherwise surely lead to regression and chronicity. 
For many community mental health programs, crisis intervention 
services have been given first priority. Families and individuals have 
been helped over a series of developmental and accidental problems. 
Unnecessary hospitalization has frequently been averted by crisis in- 
tervention. If the next decade sees as much progress as the past, some 
of the questions of this editorial may be answered, and many troubled 
people will be helped through dangerous waters. 
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Changes in the Offing 


O URS. IS SAID to be an era of the most rapid changes known to man, 
and it is said also that change, while inevitable, is sometimes pain- 
ful. It is not surprising, therefore, that change has caught up with our 
journal—free of pain, we hope, but change nevertheless. All of this has 
to do with the fact that the January 1973 issue of The American Journal 
of Psychiatry will appear in a new size and format and that for the first 
time a new volume will start with the January issue. Our readers have 
already been warned of the latter change—that in order to make each 
volume cover a calendar year volume 129 would include only six issues 
and volume 130 would begin with the first month of 1973. 

Why the change in format? Well, technology has caught up with us. A 
number of medical journals have already gone to “A” size (8's by 11 
inches), including Archives of General Psychiatry and our sister publi- 
cation, Hospital and Community Psychiatry, and it is expected that 
many other professional journals will soon follow suit. Our researches 
indicate that the printing technology for periodicals is moving steadily 
in the direction of standardization at the “A” size. Our printer, Dart- 
mouth Printing Company, advises us that their new high-speed four- 
color press will accommodate the “A” size more efficiently than our 
present “B” size. Also, we hope that our new cover design will help to 
hold the color there to a more consistent shade of green. 

It is noteworthy, too, that the Journal has lost advertising because the 
advertisers’ plates are more frequently made up in the “A” size than in 
other sizes. With the rise in printing costs and postage, advertising reve- 
nue becomes more important to us. (APA members have already been 
informed that our acceptance of advertising is governed by a set of care- 
fully worked-out rules.) 

Change to the new size with the advent of the new volume in January 
has stimulated us to also make some desirable changes in typography 
and page layout. And with a larger page we will be a little better 
equipped to handle the veritable flood of manuscripts that regularly 
inundates the Journal office. 

The Editorial Board and the staff regret any inconvenience that these 
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changes might engender; we recognize, for example, that the symmetry 
of bound volumes will be disturbed. But we hope all will recognize that 
we are in the grip of technological and stylistic changes, and we also 
hope that after some initial discomfort, we will all be proud of our new 
format. 


F. J. B. 


J 
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Aberrant Response to Diazepam: A New Syndrome 


BY LT. CDR. RICHARD C. W. HALL, MC, USN, AND JOY R. JOFFE, M.D. 


The authors report on six patients with diaze- 
pam (Valium) toxicity. All showed symptoms 
of tremulousness, apprehension, . insomnia, 
depression, and (later) ego-alien suicidal idea- 
tion. None had a history of previous psychiat- 
ric disorder, and all were taking greater than 
the maximum recommended dose of diaze- 
pam. Because the quality of the suicidal idea- 


tion in this syndrome differs from the usual 


indicators of suicidal intent, physicians 
should be alert to early symptoms of the syn- 
drome and take measures to protect the 
patient against suicidal impulses. 


INCE ITS introduction in 1963, diazepam 

(Valium) has received widespread interest 
because of its efficacy in practically every ma- 
jor field of medicine. The titerature contains 
many references to its safety and to its lack of 
toxic effects at higher than usual doses. 

In recent years, Rao (1), Gundlach and as- 
sociates (2), McDowall and associates (3), 
and Ryan and associates (4) have called at- 
tention to increased depression and suicidal 
thoughts and tendencies in patients on diaze- 
pam. Holbrook (5), in reporting a variety of 
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tant Professor of Psychiatry. Currently, Dr. Hall is with 
the U.S. Naval Hospital, Orlando, Fla., and is Assistant 
Professor of Psychiatry, University of South Florida 
College of Medicine, Tampa, Fla. His address is 334 
Cornwall Rd., Winter Park, Fla. 32789. 


side effects of 200 patients in a medical prac- 
tice, noted increased sensitivity and prolonged 
effects of the medication in the elderly. 
Hallberg and associates (6) and Daily and 
Kane (7) reported acute toxic psychoses asso- 
ciated with diazepam, and Barten (8) reported 
similar manifestations when diazepam was 
withdrawn. 

The current prospective study was begun 
after one of us (R.C.W.H.) saw two patients 
who were remarkably similar in a busy emer- 
gency room. Both patients appeared carrying 
a bottle of diazepam; they were complaining 
of spontaneous weeping, confusion, decreased 
memory, and a “drive to suicide.” Both had 
been taking more than 40 mg. of diazepam 
every day for about the same period of time 
(six and eight days, respectively). Both had 
concomitant vascular disease, and both im- 
proved markedly within one week after dis- 
continuing diazepam. They related the onset 
of their symptoms to the onset of diazepam 
therapy. The question of a toxic syndrome 
was suggested by the pronounced clustering 
of specific symptoms considered by the 
patients to be dystonic, implosive, and tempo- 
rally associated with the onset of diazepam 
therapy. This question led to the prospective 
study reported here. 


Method 


All patients who appeared in the emer- 
gency room of the Johns Hopkins Hospital 
with complaints of depression, suicidal idea- 
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tion, or confusional states associated with the 
commencement of diazepam therapy within 
the preceding 30 days and who were receiving 
no other psychotropic medications were per- 
sonally. seen by one of us (R.C.W.H.). 
Patients receiving other psychotropic medica- 
tions either alone or in combination with 
diazepam or who had taken the drug regu- 
larly for longer than 30 days were excluded 
from the study. 

When the patients were seen, a complete 
medical, psychiatric, social, and drug history 
was taken. Family members were interviewed. 
Private physicians were contacted regarding 
the dosage of diazepam prescribed and when 
therapy with the drug was begun. They were 
also asked to assess the patient’s previous 
emotional stability and the presence of any 
target symptoms: before diazepam was taken. 
Following immediate treatment, the patients 
were followed daily for one week and then at 
one-month, six-month, and one-year inter- 
vals. At each follow-up visit, a complete psy- 
chiatric interview and examination was per- 
formed, and the family was interviewed when 
possible to validate the patient’s report. Data 
on symptoms were obtained by using a symp- 
tom checklist and by interview. The assess- 
ment of personality types was made by using 
the definitions provided in the second edition 
of the Diagnostic and Statistical Manual of 
Mental Disorders (9). 


Results 


Ten patients met the initial criteria of the 
study, but only six could be followed for one 
year. All six patients showed a cluster of 
symptoms consisting of tremulousness, ap- 
prehension, insomnia, depression, and sui- 
cidal ideation of an ego-alien type (for ex- 


ample, “I feel as if Pm going to kill myself, . 


but I don’t really want to die. I don’t under- 
stand why I feel this way’’). None of the items 
in this symptom cluster was present in any 
patient prior to therapy with diazepam. All of 
the other cluster symptoms appeared before 
the onset of suicidal ideation. Within seven 
days after diazepam was discontinued all of 
the cluster symptoms subsided and did not 
reappear during the observation period. 

The following case reports illustrate perti- 
nent medical and psychiatric data for each of 
the patients. 
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Case Reports 


Case 1. This patient, a 73-year-old widow with a 
high school education, had no history of prev:ous 
psychiatric disorder. She was living alone and was 
lonely and fearful cf her increasing disability. Two 
years previously she had had an adverse drug reac- 
tion to secobarbitel (Seconal), which wes mani- 
fested by agitaticn and confusion. Her past 
medical illnesses included artericsclerotic car- 
diovascular disease, peptic ulcer, chronic pyelo- 
nephritis, and renal calculi. She was currently tak- 
ing 60 mg. of diazepam every day, multivitamins, 
Maalox, and 500 mz. of chlorothiazide (Diuril) ev- 
ery day. The patient identified diazepam, which she 
started taking four days prior to admission, as the 
cause of her mental state. When seen, she mani- 
fested muscular weakness, tremulousness. appre- 
hension, nightmares, insomnia, spontaneous weep- 
ing, confusion that increased nocturnally, memory 
deficit, impairment of concentration, and ego-alien 
suicidal ideation. All symptoms cleared six days 
after diazepam was discontinued. The target symp- 
toms did not recur during the one-year follow-up 
period. 


Case 2. This patient, a 24-year-old divorced 
woman who was a high school graduate, was living 
alone. She had developed glomerulonephritis at 
age 16. She had been taking 40 to 60 mg. of diaze- 


_pam daily for eight days prior to admission; it was 


prescribed because the patient was “‘nervous after 
fight with boyfriend.” There was no history of 
previous psychiatric symptomatology or previous 
adverse drug reaction, and the patient was taking 
no other medication. She appeared with tremu- 
lousness, spontaneous weeping, apprehension, in- 
somnia, decreased concentration, memory deficit, 
and ego-alien suicidal ideation. She identified 
diazepam as the cause of her condition. All symp- 
toms cleared by the fourth day following discon- 
tinuation of the drug, and none recurred during tne 
one-year follow-up period. 


Case 3. This patient was a 35-year-old married 
woman who was a high school graduate and who 
was living with her family. She was described as 
having an obsessive-compulsive personality and 
was under considerable stress because her six-year- 
old child with congenital heart disease was being 
evaluated for open heart surgery. Six weeks prior 
to admission, the patient had been in cardiac dz- 
compensation secondary to essential hypertension. 
Her medical history was otherwise negative 2xcept 
for a urticarial reaction to penicillin. Her current 
medications were 60 mg. of diazepam every dav, 
50 mg. of hydrochlorothiazide (Hydrodiuril) every 
day, and .25 mg. of digoxin every day. The ratiert 
believed that diazepam, started ten days prior to 
her admission for hypertension, chest pain, and 
palpitation, was responsible for her current mental 
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state. On admission she had muscular weakness, 
tremulousness, insomnia, apprehension, spon- 


taneous weeping, nightmares, deficit in concentra- 
tion, feelings of worthlessness, and ego-alien sui- 
cidal iceation. Her symptoms cleared one day after 
the diazepam was discontinued, and none of the 
target symptoms reappeared during the one-year 
follow-up period. 


Case 4. This patient was a 20-year-old single 
woman with a partial college education. She had 
no history of previous psychiatric disorder and did 
not rerort recent situational stress. She was cur- 
rently living alone. She was started on diazepam 12 
days ‘Sefore admission as a substitute for di- 
phenylhydantoin (Dilantin) and phenobarbital, 
prescribed for a postmeningetic convulsive disor- 
der that had been well controlled for seven years, 
She had a history of adverse drug reaction to tri- 
pelennamine (Pyribenzamine) that consisted of ex- 
citaticn, disturbed coordination, and inability to 
concentrate. She was currently taking 100 mg. of 
diphenylhydantoin (Dilantin) three times a day, 30 
mg. of phenobarbital three times a day, and 40 mg. 
of diazepam every day. The patient identified 
diazepam as the cause of her symptomatology, 
which consisted of tremulousness, insomnia, ap- 
preheasion, depression, and ego-alien suicidal idea- 
tion. Two days following the discontinuation of 
diazepam, all target symptoms disappeared, and 
there was no recurrence during the year of observa- 
tion. 


Case 5. This patient was a 45-year-old married 
woman with a tenth-grade education who was liv- 
ing with her family. She was described as obses- 
sive-compulsive. She had no history of recent situ- 
ational stress, previous psychiatric disorder, or 
adverse drug reaction. Her medical history in- 
cluded hyperthyroidism and diabetes mellitus, for 
which she was daily taking 100 mg. of propyl- 
thiouracil, 5 mg. of methimazole, 30 units of insu- 
lin, and 60 mg. of diazepam. The patient identified 
the diazepam, which she started taking ten days 
prior to admission to diminish her nervousness, as 
the cause of her current mental state. On admis- 
sion, she had muscular weakness, tremulousness, 
nightmares, insomnia, spontaneous weeping, im- 
pairment of concentration, depersonalization, de- 
pression, and ego-alien suicidal ideation. Her 
sympzoms cleared two days after discontinuing the 
diazepam, with no recurrence during the one-year 
obse-vation period. 


Case 6. This patient was a 69-year-old married 
woman who had an eighth-grade education and 
who was living with her family. She was described 
as having a cyclothymic personality and had seen a 
psychiatrist for four months after a myocardial in- 
farction, which she had had 14 months previously. 
She had no history of adverse drug reaction. Medi- 
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cal history revealed arteriosclerotic cardiovascular 
disease, myocardial infarction, and diabetes con- 
trolled by diet. On admission she was taking | mg. 
of digitoxin daily, 500 mg. of chlorothtazide (Diu- 
ril) daily, and 40 mg. of diazepam daily. The diaze- 
pam had been prescribed six days previously “to 
heip the patient relax.” The patient had muscular 
weakness, parasthesias, insomnia, confusion with 
nocturnal intensification, tremulousness, sponta- 
neous crying, “grief in spells,” apprehension, de- 
pression, and ego-alien suicidal ideation. All symp- 
toms cleared by the seventh day after diazepam 
was discontinued and did not recur during the one- 
year follow-up period. This patient, like the other 
five, identified diazepam as the agent, causing her 
symptomatology. 


The tremulousness seen in all six patients 
manifested itself as a fine tremor involving 
the upper extremities. One patient manifested 
a facial tic, four complained of muscular 
weakness, and one experienced pronounced 
parasthesias of the hands and legs. When 
diazepam was withdrawn, all symptoms 
cleared. 

The apprehension was acute in onset, being 
intense and thematically centered on the 
patients’ fear of becoming insane. All of the 
patients related the apprehension to perceived 
changes in their cognitive processes and bod- 
ily perception. 

The insomnia was manifested as an in- 
ability to achieve sleep due to ruminations 
having a confused but compulsive character. 
Three patients experienced harrowing and un- 
usually vivid nightmares that further mili- 
tated against sleep, and two patients reported 
severe nocturnal confusion. Perseverative 
thoughts, which interfered with the onset of 
sleep, were also present, although less influen- 
tial, during the daylight hours. 

The depression in this syndrome was sud- 
den in onset in previously stable individuals 
(five out of six) who were unable to isolate 
causative factors for it. Its onset followed the 
institution of diazepam therapy (primarily for 
medical reasons) by four to 12 days. The de- 
pressive symptomatology subsided dramati- 
cally within from one to seven days after 
diazepam was discontinued. The depression 
was characterized by marked apprehension 
but was qualitatively different from that of 
classical agitated depression. It should be 
noted that four of the six patients evidenced 
an impairment in concentration, and three of 
the six reported feelings of both uselessness 
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and worthlessness. Five of the patients re- 
ported spontaneous crying without apparent 
cause. 

The suicidal ideation present in all of these 
patients was the last symptom to develop and 
was Striking in that it was of an ego-alien type 
and was acute in onset. Patients felt “driven” 
as if by some “outside force” to commit sul- 
cide without the concomitant wish to die. 


Discussion 


Patients showing an increase in suicidal 
thoughts and tendencies associated with 
ciazepam therapy have been previously de- 
scribed. The six cases reported here confirm 
these earlier findings and in addition suggest a 
specific syndrome associated with increased 
suicidal tendencies of an ego-alien type. The 
sudden appearance of ego-alien suicidal idea- 
tion may explain the fact that some of the 
patients described in the literature (4, 8) were 
not recognized as suicidal. This symptom, by 
virtue of its sudden appearance and its ego- 
alien quality, suggests the extreme hazard of 
continuing diazepam therapy in patients who 
show toxic side effects from the drug, since 
the usual indicators of suicidal intent are not 
present. The suicide potential is further en- 
hanced by the drug-induced confusion that di- 
minishes normal coping response. 

Two of the six patients were over 65 years 
of age and evidenced a comparatively more 
rapid onset of toxicity—an average of five 
days, as compared with ten days in the group 
under 65 and a prolonged clearing of a six- 
and-one-half-day average as compared with 
two-and-a-half-day average for the younger 
group. This may be demonstrative of the in- 
creased sensitivity of the elderly to diazepam- 
like drugs or of the lack of consideration 
given in these two cases to the fact that the 
recommended dosage for the elderly is con- 
siderably below that for the general popu- 
lation. It should further be noted that the two 
elderly patients exhibited a greater degree of 
confusion and marked nocturnal intensifica- 
tion. 

Significant vascular disease was present in 
all of the patients except for case 4, who had a 
postmeningetic convulsive disorder. In the 
grcup under 65 years of age, the patient with 
glomerulonephritis (case 2) had a slightly 
sherter period of onset for symptoms and re- 
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quired two and one-half times longer for the 
symptoms to subside. 

The half-life of diazepam in the blood has 
been shown to be seven to ten hours, follawed 
by a slow component (consisting of diazepam 
and its N-demethylated metabolite) with a 
half-life of three days (10). Seventy percent of 
a dose of H*-labeled diazepam appears in the 
urine. Diazepam has an excretion rate half- 
life of three days (11) and is excreted into the 
urine as a glucuronide, suggesting hepatic 
metabolism of the drug prior to renal clear- 
ance. It is reasonable to.assume that in the 
face of peripheral vascular diseese and/or re- 
nal impairment there will be delayed excre- 
tion of the drug, causing a prolongaticn of the 
time for symptom clearance. The data ob- 
tained from the onset of therapy to the devel- 
opment of symptoms and from the time the 
drug was discontinued until the symptoms 
cleared support this hypothesis. 


Conclusions 


Six patients with a demonstrated aberrant 
response to diazepam showed a cluster of 
symptoms consisting of tremulousness, ap- 
prehension, insomnia, and depression, fol- 
lowed by ego-alien suicidal ideation. In this 
series, the syndrome was abrupt in onset and 
marked in severity and appeared in individ- 
uals who had been previously emotionally 
stable. All of the patients had been taking 
greater than maximally recommended doses 
of diazepam (i.e., greater than 40 mg. every 
day), primarily for medical conditions. 

The significance of this syndrome lies in the 
quality of the suicidal ideation, which negates 
the usual indicators of suicidal intent. The ap- 
pearance of any of the preliminary symptoms 
of this syndrome is therefore an immediate 
indication for the withdrawal of diazepam 
and the protection of the patient against sul- 
cidal impulses. Furthermore, it is strongly 
suggested that physicians adhere io the max- 
imum recommended dosages and be aware of 
the possibility that peripheral vascular disease 
and age may be a factor in the appearance of 
cumulative toxic effects. 
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The Importance of 
Psychiatrists’ Telling Patients the Truth 


BY WILLIAM S. APPLETON, M.D. 


Although psychiatrists advocate that physi- 
cians be honest with their patients, they them- 
selves frequently withhold information from 
their patients. Their fear may stem from un- 
certainty about various aspects of an illness 
or a desire not to alienate the patient. The au- 
thor believes that being informed helps the 
patient find solutions to his problems and re- 
sults in more effective therapy. 


FORMER PROFESSOR of medicine at a 
A leading university is said to have expelled 
a third-year student from the wards, the 
school, and medicine in front of 50 colleagues 
_ during grand rounds. The student’s offense? 
He tolc a patient he had cancer. 

As the student, frightened and near tears, 
was about to go, the professor called him 
back and said: “Now you have a small idea of 
what it is like to be told you have cancer.” 

I have always thought, as did many of the 
students who repeated it, that this story 
meant the professor did not believe in telling 
patients they were going to die. Looking 
back, it seems equally plausible that he 
wanted his students to understand the emo- 
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tional impact of such a pronouncement on 
the patient. 

To summarize current medical opinion on 
the matter: Tell the patient the truth about 
whether or not he has a fatal illness if he 
really wants to know. (There is extensive dis- 
cussion in the medical and psychiatric liter- 
ature about how to tell which patients really 
do want to know, how the patient will react 
once informed, and how to identify those 
patients who should be protected from the 
truth about fatal illnesses.) 


The Spirit of Diagnosis 


Psychiatrists have frequently criticized in- 
ternists and surgeons for indulging in cha- 
rades that not only do not fool the fatally ill 
patient but also confuse and disorient him. 
My colleagues often admonish physicians and 
surgeons to “communicate,” to tell the 
patient the truth more often. 

The irony of the psychiatrist’s position in 
all this becomes overwhelmingly apparent as 
one examines the same problem in the field of 
mental illness. In the teaching hospital in 
which I work, in the many institutions I have 
visited, and in the hospitals where I have 
trained, too often psychiatric patients were 
told nothing about their illness. 

The psychiatrist usually reasons that 
schizophrenia and depression are not predict- 
able diseases with known causes. Therefore, 


Amer. J. Psychiat. 129:6, December 1972 


a 


BRIEF COMMUNICATIONS 


to tell a patient he or she is so afflicted would 
have no therapeutic or prognostic meaning. 
He correctly believes the spirit of diagnosis to 
be not one of mere labeling but rather one of 
suggesting causation, therapeutic action, and 
outcome. Ironically, the internist or surgeon 
often employs similar reasoning to conceal 
the diagnosis of cancer: Why needlessly upset 
the patient when the disease may never recur 
or may be hopelessly malignant? 

In most cases the patient, and perhaps his 
family, should be told what the psychiatrist 
concludes. If the diagnostic term is imperfect, 
it must be explained to the extent of the psy- 
chiatrist’s knowledge; for example, ‘The 
schizophrenia is such that a relapse may oc- 
cur within two years and the following symp- 
toms should be watched for.” The psychia- 
trist should do his best to warn the patient 
that “when you are stressed emotionally you 
have a tendency to confuse what is in your 
mind with what is real. Therefore, if a loved 
one were to die or if you were to move across 
country, you might be in danger of relapse.” 
Perhaps out of an unwillingness to deempha- 
size the uniqueness of the individual and to 
view him statistically, psychiatrists collect 
little practical data of this kind. Surgeons 
know, for example, that if such and such a 
cancer has reached the lymph nodes or liver, 
the prognosis, on the average, is a certain 
number of months, which can be increased by 
a certain number of methods. Psychiatrists in 
American universities, however, do not tend 
to think that the schizophrenia of a 19-year- 
old with a good premorbid personality has 
“X” number of chances of recurring in five 
years, ten years, or never, and is subject to in- 
fluence by “Y” number of means. 

Psychiatrists have such strong feelings 
against supplying a diagnosis that they some- 
times utter it out of despair. “You are border- 
line and will never be well,” one analyst told 
his patient after three or four years of analy- 
sis. He thus avoided his medical obligation to 
cure her and at the same time released some 
of his frustration at being unable to do so. 


The Psychiatric Model 


Another reason for withholding the diag- 
nosis arises from the mistaken application of 
the psychiatric model, as opposed to the med- 
ical model. In the psychiatric model, the doc- 
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tor allies himself with the healthy part of the 
patient’s personality to observe and under- 
stand the causes of what both agree to be un- 
desirable behavior or emotion. It is then up to 
the patient to change himself in the context of 
the psychiatric relationship. The medical 
patient submits his illness for diagnosis and is 
either told what to do or lets the doctor do 
something therapeutic to him. 

Organically (biologically) oriented sy- 
chiatrists use the medical model. For ex- 
ample, they might say to a patient: “You have 
a depression with the following symptoms. 
Here is how to recognize it early and what to 
do about it.” The analytic psychiatrist, pre- 
dominant in the United States and eszecially 
in university centers, uses the psychiairic 
model and believes: depression to be a 
“stance” to coerce help or love from a signifi- 
cant person. He does not regard his patient as 
having a depressive illness but regards him as 
not having abandoned the childlike expecta- 
tion of being “given to”? as opposed to the 
adult role of achieving for oneself. Even if this 
model is correct and if (as Thomas Szasz has 
stated) mental illness is a myth rather than a 
disease, schizophrenia does not exist, depres- 
sion is a stance rather than a biochemical con- 
dition, and borderline means immaturity, I 
believe psychiatrists should nonetheless De 
sure to give the diagnosis, albeit in these 
“mythical” terms. 

The word “diagnosis” means to distinguish 
or to know and refers in medicine to recog- 
nizing a disease from its symptoms. More 
than a mere label, it is the conclusion reached 
about causation from which therapeutic ac- 
tion is taken. The psychiatrist must tell the 
patient the result of his thinking. If he be- 
lieves the patient’s problems stem from misin- 
terpretations of reality or from an unwilling- 
ness to put off the moment's pleasure for 
future reward, he ought to say so. If the physi- 
cian believes that the patient is waiting in a 
depressed stance for others to take care of 
him, he should tell him. Being informed of his 
diagnosis helps the patient achieve the solu- 
tion he desires; the doctor’s thinking is also 
channeled more precisely. Once the diagnosis 
is stated, the patient may act immediately or, 
when he delays or forgets, his psychiatrist 
may remind him of it. In addition, a precise 
statement of the illness or problem helps the 
practitioner ASSESS its outcome more accu- 
rately. 
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Fear of Reinforcement 


If full disclosure is such a good idea, then 
why do psychiatrists so often fail to give their 
patients the diagnosis? One reason is the psy- 
chiatrist’s reluctance to repeat what angry 
families have been telling the patient for 
months or even years. “You want to be 
waited on. You won’t take responsibility.” 
Some psychiatrists are so troubled by mem- 
bers of their own families that they fear vent- 
ing their anger and frustration on their 
patients and, as a result, go to the opposite 
extreme and say nothing at all. Others restrict 
themselves to obscure language for fear of 
producing the same reaction the patient has 
toward members of his family whom he either 
dislikes or mistrusts. If such reluctance repre- 
sents true relationship-building attempts by 
the psychiatrist, it can be defended. For ex- 
ample, telling a paranoid that he is projecting 
(i.e., that his beliefs are unreal) is unwise if it 
alienates the therapist from the person he is 
trying to help. But if the.psychiatrist’s silence 
is due to fear of the patient’s anger and results 
in avoiding transference reactions, it then de- 
feats the whole purpose of the analytic thera- 
pist, which amounts to the analysis of the 
transference reaction itself. A fact frequently 
forgotten is that the patient will often listen to 
the trained and neutral physician when he will 
not listen to his wife or mother. Just because a 
patient’s mother said something does not 
mean “hat it is necessarily wrong. 

“But he won’t listen,” many of my col- 
leagues would reply. Tell the patient what you 
think first, and if he does not listen, you can 
go on from there. Some psychiatrists believe 
that it is bad for the patient to know that he is 
schizophrenic because he may despair and 
stop trying. A diagnosis of schizophrenia is 
certainly depressing, and the patient may go 
through a stage of hopelessness. So does a 
newly diagnosed cancer patient. Psychiatrists 
and many medical doctors believe that most 


cancer patients know the nature of their ill-. 


ness without being told. Most schizophrenics 
do too, except for those too far out of contact. 
Telling a patient what he already knows has 
the added advantage of making him feel that 
the doctor is being honest. 

The failure of psychiatrists to communicate 
with their patients has repeatedly come to my 
attention. In my clinic, psychiatric patients 
are given elaborate diagnostic exercises, in- 
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cluding one-hour interviews, but they are of- 
ten denied a careful review of the physicians’ 
clinical findings. A hospitalized patient re- 
cently called this to my attention when, after 
a conference lasting an hour and a half, she’ 
waited outside to ask me what was wrong and 
what she should do. This frequently happens 
and is usually followed by the conference 
chairman’s hasty reply, “Ask your own doc- 
tor,” as he rushes away. I decided that since 
this 60-year-old woman had patiently an- 
swered my questions in front of 35 colleagues, 
it was only fair to tell her what I thought. 
I did, and she was grateful and very much re- 
lieved, | 

A psychiatric resident whom I supervise 
presented the case of a 35-year-old virginal 
man who had been hospitalized with severe 
attacks of anxiety. The man repeatedly asked 
why he had palpitations and whether he was a 
homosexual. Doubt and fear prevented the 
doctor from answering these questions. He 
was uncertain whether the palpitations sig- 
naled suppressed aggression, he wanted the 
patient to develop his independénce and a ca- 
pacity for decision making, and he thought 
the patient, who liked to argue, would dis- 
agree. : 

[ronically, the resident shared the patient’s 
concerns about himself. The resident believed 
that the patient’s fear of becoming homosex- 
ual if he developed freedom of sexual expres- 
sion was well founded. In spite of the thera- 
pist’s silence, the patient thought he detected 
encouragement to ask a young woman for a 
date. “I didn’t know you were interested in 
girls,” the woman had said, refusing him, and 
the patient vowed never to invite another 
woman out. To this series of events, the resi- 
dent showed no reaction. When the patient re- 
ported fantasizing a woman while masturbat- 
ing for the first time in his life, he was greeted 
with more silence. As soon as the psychiatrist 
abandoned his uncertainty, took a stand, and 
openly encouraged his patient, the patient 
asked the young woman out again; this time 
she accepted. 

A doctor ought not to allow himself to wait 
for complete certainty before giving his opin- 
ion, since this can become an excuse for si- 
lence. When a patient fears flying, the psy- 
chiatrist cannot guarantee that the plane will 
arrive safely but should, nonetheless, encour- 
age him to try, especially if the physician has 
mastered his own fear. Some patients benefit 
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by being told, “I worry in airplanes too. In 
fact 90 percent of all passengers are happier 
when the plane lands.” Others require the as- 
surance that the chances that one will die ina 
plane are less likely than in an automobile. 

An important reason why psychiatrists 
withhold information, then, is doubt about 
really knowing the answers. The issue is one 
of epistemology: how do we know what we 
think we know, and when can we be sure we 
are right? Doctors are both intellectual and 
skeptical. They are aware of past medical cer- 
tainties having turned into foolish relics, e.g., 
blood-letting, purgatives, and chaining the 
mentally ill. This leads them to shy away 
from being definite and risking an opinion 
that may later prove to be wrong. 

But this cautious attitude can be harmful at 
times. This was manifested by an experiment 
in which psychiatrists were trained to give 
mood-elevating drugs to a group of depressed 
patients in two ways: 1) in a positive manner 
(this drug will help you and is very effective), 
and 2) in a scientific manner (this drug may or 
may not work, but try it and see). The cure 
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tate for the first group was twice that of the 
second. 


Summary 


Psychiatrists advocate honest and open 
communication by physicians with patients 
but too often do not practice what they 
preach. Their reasons for silence include un- 
certainty about the cause, treatment, and 
prognosis of psychiatric illnesses ard unwill- 
ingness to depress, demoralize, enger, or 
alienate their patients. 

If the psychiatrist can overcome his doubts 
and to the best of his ability honestly explain 
what is wrong with the patient and what is 
necessary to overcome the problem, then 
therapy will become more rapid and effective 
and its success or failure will be easier to val- 
uate. Giving the correct diagnosis and pre- 
scription may not make the psychiatrist pop- 
ular with his listener, but this is not important 
as long as the patient can hear whet is said 
and can learn to make use of it. — 


Sex, Age, and the Diagnosis of Hysteria 
(Briquet’s Syndrome) 


BY SAMUEL B. GUZE, M.D., ROBERT A. WOODRUFF, JR., M.D., 
AND PAULA J. CLAYTON, M.D. 


A study of hysteria (Briquet's syndrome) in 
500 psychiatric clinic patients showed that 
men and women differ with regard to the 
number of symptoms reported and to the dis- 
tribution of symptoms by age. Young women 
reported a disproportionately greater number 
of symptoms than men or older women. The 
authors conclude that a diagnosis of hysteria, 
which is based upon a polysymptomatic dis- 
order beginning early in life, is more likely to 
be made in women than in men: 


INCE HIPPOCRATES, physicians have re- 
ported that hysteria is primarily a disor- 
der of women. This has been true even though 
investigators have approached hysteria in dif- 
ferent ways. The results of our studies have 
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been similar: No more than two or three per- 
cent of hysterics have been men. This paper 
presents certain data in an attempt to explain 
the striking sex difference. 

Our general approach to the diagnosis of 
hysteria is similar to Briquet’s (1). Therefore, 
to reduce controversy about terminology and 
to minimize perjorative associations, “‘Bri- 
quet’s syndrome” has been proposed as a 


The authors are with the Department of Psychiatry, 


Washington University School of Medicine, 4920 Audu- 
bon Ave., St. Louis, Mo. 63110, where Dr. Guze is V:ce- 
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chiatry, and Drs. Woodruff and Clayton are Associate 
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. TABLE 1, 
“Eragon Distribution of Symptoms | od ; 
NUMBER OF SYMPTOMS MEN WOMEN 

0 6 3 

1 6 7 
2 9 3 
3 9 8 
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15 6 17 
16 5 18 
17 6 12 
18 4 10 
19 6 10 
20 1 6 
21 1 10 
22 1 11 
23 2 9 
24 1 2 
25 1 2 
26 0 2 
27 0 3 
28 1 3 
29 0 2 
30 0 2 
31 1 2 
32 1 2 
33 0 1 
34 0 1 
35 0 1 


synonym for this disorder (2). The condition 
has been defined (3) as: 


. a zolysymptomatic disorder that ... begins 
early in life... and is characterized by recurrent or 
chronic ill health, the complicated history of which 
is frequently described dramatically. Character- 
istic features of the clinical history, most of which 
are to be seen in all patients, include many and var- 
ied pains, anxiety symptoms, gastrointestinal dis- 
turbances, urinary symptoms, menstrual! diffi- 
culties, sexual and marital maladjustment, 
nervousness and mood disturbances, and conver- 
sion symptoms. Frequent visits to physicians, ... 
excessive hospitalization, and excessive surgery 
parallel the florid symptom picture (3, p: 493). 


For research purposes, checklist criteria 
derived from this definition have been pro- 
posea and validated: by follow-up and family 
studies (2, 3). These criteria are based upon 
nearly 60 symptoms distributed among ten 
groups (see Appendix 1). A diagnosis of hys- 
teria ‘Briquet’s syndrome) requires a history 
of at least 25 symptoms in at least nine 
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groups. These symptoms must be medically 
unexplained, and ill health must have begun 
before age.35. A diagnosis of probable hys- 
teriais made if 20 to 24 symptoms are present 
in nine groups under similar conditions. Since 
none of the symptoms in group 7 (menstrual 


symptoms) occur in men and since the sexual 


symptoms in group 8 are less common among 
men, it 1s obviously more difficult to make the 
diagnosis in a man using these criteria. The 
other 50, of the 59 symptoms, however, are 
presumably as likely to occur in a man as in a 
woman... | 

Since the deans of hysteria, or Briquet’s 
syndrome as defined here, is made in patients 


-with a polysymptomatic disorder, an analysis 


of the frequency of these 50 symptoms in men 
and women, regardless of diagnosis, should 
help determine the extent to which men ex- 
hibit a polysymptomatic syndrome similar to 
that seen among women. 


Method 


The subjects, a group of 500 patients from 
the Washington University Psychiatry Clinic 
in St. Louis, Mo., were selected to provide a 
representative sample for clinical, family, and 
follow-up studies. The standardized interview 
and the diagnostic criteria have been de- 
scribed elsewhere (2, 4, 5). The distribution of 
the frequencies with which the diagnostic 
symptoms were reported were determined 
and analyzed by the age and sex of the 
patient. 


Results 
The results are summarized in figure 1 and 


FIGURE 1 


Distribution of the Number of 
Diagnostic Symptoms by Age 
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TABLE 2 


Age Differences Between Patients in Upper and Lower 
Thirds of the Distribution of Number of Symptoms 


SEX NUMBER 
Men 
Upper third 58 
Lower third 55 
‘Nomen 
Upper third 109 
Lower third 116 


MEAN AGE PERCENTAGE 
(YEARS) 40 OR OLDER 
37.2* 39.6* 
30.4 20.0 
36.1 37.6* 
39.8 51.7 


«Difference between upper third and lower third is significant at .05 levei. 


tables 1 and 2. Table | portrays the frequency 
distribution of the diagnostic symptoms for 
men and women. The men reported a mean 


of 9.6 symptoms, and the women a mean of- 


13.4 symptoms. The difference is significant 
at the p<.001 level. 

= Figure | presents the distribution by age of 
the number of diagnostic symptoms for men 
and for women. For the men, there was a 
gradual increase in the number of symptoms 
with age, reaching a peak in the 50s and then 
falling off. For the women, the peak was 
reached in the 20s, followed by a gradual de- 
cline. The difference between the sexes under 
age 40 was statistically significant (p<.001); 
in those 40 and older, it was not. 

Table 2 presents the relationship between 
age and the number of symptoms for each sex 
in a different way—by comparing those in the 
upper third of the distribution of the number 
of symptoms with those in the lower third. 
Again a sex difference was noted. The men in 
the upper third were nearly seven years older 
than those in the lower third, while the women 
in the upper third were nearly four years 
younger than those in the lower third. Put an- 
other way, twice as many men in the upper 
third as in the lower third were 40 years old or 
older; for the women, the pattern was re- 
versed, with about a third of the women in the 
upper third and half of the women in the 
lower third 40 years old or older. 


Discussion 


In all kinds of studies women have almost 
invariably been found to report more symp- 
toms than men. Thus the difference tn the 
mean number of symptoms in this study is not 
surprising. What is noteworthy, however, is 
that the curves in figure | are not parallel. The 
differences between men and women were not 
proportional at all ages. 
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Since items in the research interview con- 
cerning diagnostic symptoms refer to lifetime 
experience, the rumber of symptoms would 
be expected to increase with age. Among 
male patients, this was generally the case, but 
the women were different. Younger women 
reported a greater number of symptoms taan 
did older women. In other words, ameng psy- 
chiatric patients, young women are more 
likely to report a disproportionately great 
number of sympioms than are young men. 
Thus, the diagnosis of hysteria, when based 
upon a polysymptomatic syndrome beginning 
early in life, is much more likely to be made in 
women. As yet unanswered, but requiring fur- 
ther research, is the question whether zhe 
diagnosis refers simply to the most extreme 
form of this tendency or whether it identifies a 
qualitatively different disorder. 
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APPENDIX 1 
Criteria for Hysteria 


Group L 
Headaches 
Sickly 


Group 2 
Blindness 
Paralysis 


[122] 


748 


Anesthesia 

Aphonia 

Fits or convulsions 
Unconsciousness 

Amnesia 

Deafness 

Hallucinations 

Urinary retention 

Trouble walking 

Other corversion symptoms 


Group 3 
Fatigue 

Lump in chroat 
Fainting spells 
Visual biurring 
Weakness 
Dysuria 


Group 4 
Breathing difficulty 
Palpitation 
Anxiety attacks 
Chest pain 
Dizziness 


Group 5 
Anorexia 
Weight loss 


Marked fluctuations in weight 


Natsea 

Abdominal bloating 
Food intolerances 
Diarrhea ; 
Constipation 


Group 6 
Abdominal pain 
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Vomiting 


? 


Group T 
Dysmenorrhea 
Menstrual irregularity 
Amenorrhea 
Excessive bleeding 


Group 8 

Sexual indifference 

Frigidity 

Dyspareunia 

Other sexual difficulties 

Vomiting during nine months of pregnancy or 
hospitalized for hyperemesis gravidarum 


Group 9 

Back pain 

Joint pain 

Extremity pain 

Burning pains of the sexual organs, mouth, or 
rectum 

Other bodily pains 


Group 10 

Nervousness 

Fears 

Depressed feelings 

Need to quit working or inability to carry on 
regular duties because of feeling sick 

Crying easily 

Feeling life was hopeless 

Thinking a good deal about dying 

Wanting to die 

Thinking of suicide 

Suicide attempts 
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Psychotherapy by Counter-Manipulation 


BY JAMES M. KRAININ, M.D. 


Manipulation of the therapist by the patient 
can sometimes be effectively handled by the 
therapist's counter-manipulating. The author 
presents three case reports of patients who 
manifested behavior that was pathologic but 


that was perhaps the best immediate solution > 


to altering the patients’ current situation. In 
two cases, the therapist's counter-manipula- 
tions were therapeutic; in the third, the thera- 
pist acted to validate the patient’s pathology 
with antitherapeutic results. 


HERE ARE certain situations in which psy- 
T chotherapists cannot function adequate- 
ly by merely listening and talking to the 
patient. It is almost a cliché that psychother- 
apy is impossible in a military setting. When 
I first came on active duty as a psychiatrist in 
the Air Force, it appeared that one might 
hope to treat dependents, but that the tran- 
sient status of most of the personnel on my 
base, the lack of privileged communication in 
the military, and the preponderance of refer- 
rals for the purpose of clear-cut manipulation 
virtually precluded psychotherapy with men 
on active duty. 

Í found that these considerations do usu- 
ally preclude long-term analytically oriented 
psychotherapy. However, I believe that psy- 
chotherapy is any interaction in which a des- 
ignated therapist demonstrates to his patient 
the self-defeating aspects of the patient’s be- 
havior and encourages him to find alternative 
modes of behavior that will in some way be 
better for him: 


Whenever one individual engaged in an inter- 


At the time this paper was written, Dr. Krainin was 
Chief, Department of Psychiatry, USAF Regional Hos- 
cital, Chanute Air Force Base, Ill. Currently he is Clini- 
cal Director of Adult Psychiatry, Mystic Valley Mental 
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Newton Center, Mass. 02159. 
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personal relationship with another functions in 
such a way as to increase the integrative adaptive 
capacity of the latter, psychotherapy has taken 
place. [Therefore psychotherapy is]... an inter- 
personal operation in which the total ... adapta- 
tion of one individual is catalyzed by another indi- 
vidual in such a way that the patient’s level of 
adaptive capacity is increased (1, p. 13). 


Sometimes to perform therapy the thera- 
pist must manipulate the patient in order to 
push for change. This is especially true when 
the therapist is the object of manipulation by 
the patient. The majority of military person- 
nel I have seen came for treatment because 
they wished to get out of the service, because 
they wanted a new assignment, or because 
their commander wanted clearance for some 
administrative action against them. Observa- 
tion has led me to believe that many such men 
have a history of failure and view themselves 
as failures. To simply dismiss them from the 
service adds another failure to their life his- 
tories, cementing their image of themselves 
and diminishing their chances for success on 
any level. 

I have seen many cases turn into games be- 
tween the psychiatric department and the air- 
man to see whether the psychiatrist can con- 
vince the airman that no discharge is possible 
or whether the airman can convince his doc- 
tor that to attempt to keep him in the service 
is more trouble than it is worth. Thus the mili- 
tary psychiatrist and the patient manipulate 
each other. The patient’s desires may be to his 
long-term good, but, on the other hand, they 
may be to his detriment. 


Case Reports 


I will present several cases in which the is- 
sues are made particularly clear by the fact 
that the patients were not only in the Air 
Force but also in jail. In each case the subject 
manifested behavior that was pathologic but 
that could be considered his best available al- 
ternative for bettering his immediate condi- 
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tion. To reward such behavior would be to en- 
courage the individual to pursue an approach 
to life that, in the long run, would be self-de- 
feating. 


Therapeutic Counter-Manipulations 


Case 1. P. was an airman who appeared in the 
emergency room with pseudo-seizures. When I 
first saw him, I thought he was having true convul- 
sions. He did not respond to painful stimuli. He 
was thrashing about under restraints. However, he 
was not incontinent. After quite a few minutes of 
observatior, it became apparent that he was re- 
sponding ta grosser changes in his sensory field. He 
did not respond to 10 mg. of diazepam (Valium), 
administered intravenously. I admitted him to the 
psychiatric service. By morning he had ceased his 
thrashing gnd had settled into a state of refusal or 
inability te talk. Eventually I learned that he had 
been convicted of theft and was to have been sent 
that day tə another base for punishment and re- 
habilitation. 

His haspital stay was prolonged to several 
weeks’ duration because of the development of 
numerous symptoms such as abdominal pain. 
Eventually I discharged him to confinement. The 
same night he returned to the emergency room 
with the ariginal picture of pseudo-seizures. I was 
unable tc convince the doctor on duty that it was 
safe to return him to jail. On the ward the follow- 
ing day. I told the patient that while he could 
probably get himself admitted to the hospital 
through zae emergency room every night, I would 
merely send him back to jail the following day and 
that I could play the game longer than he could. 
P. started arguing that he had not committed the 
crime for which he had been convicted. I told him 
that I could not judge him on that score, that he 
had alreedy been judged, and that he had no al- 
ternative but to serve his sentence. He returned to 
jail and caused no further problems, at least for as 
long as he was at the base. 


Case z. C. was a young man who was referred to 
the clinic for evaluation while under investigation 
for unspecified charges. He was circumstantial and 
showed considerable inappropriate smiling, and we 
felt it necessary to schedule psychological testing. 
Before this could be obtained, however, C. was 
taken in-o custody. The next day he was brought to 
the emergency room. He presented a paranoid pic- 
ture with feelings of persecution that transcended 
the reality of the situation. He had been charged 
with possession of marijuana and of a weapon. 
This violated his parole, of which he had neglected 
to inform us. 

Since C. was agitated and psychotic, he was ad- 
mitted. The main issue during his hospitalization 
was his fear of jail. He was treated with small 
amounts of phenothiazines. When he became 
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stabilized, although he still showed some paranoid 
signs he was returned to jail. His parting words 
were: “Well, I like it in jail better than in this place, 
anyhow.” His subsequent stay in jail was unevent- 
ful, and he has not found it necessary to obtain 
further psychiatric treatment. 


An Antitherapeutic Manipulation 


I will present, in contrast, a third case—a 
man who was clearly mentally ill but whose 
illness was acknowledged in a definitely anti- 
therapeutic way. 


Case 3. D. was a young airman who, while visit- 
ing a neighboring town when he was off duty, 
acted under the delusion that cars were coming to 
attack the air base and threw rocks and debris on 
the highway to block traffic. He was put in a civil- 
ian jail overnight and then was released to the Air 
Force. He was frightened, agitated, and suffering 
from gross paranoid delusions. We treated him 
with phenothiazines and he improved in a satisfac- 
tory way. However, I allowed his lawyer to per- 
suade me that he was not competent to stand trial. 
With a statement from me, charges against him 
were dropped. The patient immediately decompen- 
sated, becoming totally disorganized and rather 
manic. He was given 2,000 mg. of chlorpromazine 
(Thorazine) a day with no effect and was trans- 
ferred to another facility where various phenothia- 
zines and lithium met with indifferent results. 
There was no immediate prospect for release from 
inpatient care. I cannot help but wonder that had 
we not prevented him from standing trial, he 
would have sustained his remission. 


Conclusions 


I have presented these cases as examples in 
which the actions of the psychiatrist have had 
a profound influence not only on the immedi- 
ate situation, but also, I believe, on the life- 
style of the individual. “Goethe said, ‘When 
we take man as he is, we make him worse; but 
when we take man as if he were already what 
he should be, we promote him to what he can 
be” (2, p. 18). Although the individuals dis- 
cussed here were not better off in jail than out, 
to allow them to use such pathologic manipu- 
lations to get out of jail was to reward a piece 
of behavior and to encourage a life-style that 
would be, by most standards, undesirable. 
The influence of the psychiatrist may be great 
when he is in a situation where people attempt 
to manipulate him. His potential ability to 
counter-manipulate in a therapeutic manner 
should be kept in mind. 


Amer. J. Psychiat. 129:6, December 1972 


bh aed 


BRIEF COMMUNICATIONS 


REFERENCES 


l. Whitaker C, Malone T: The Roots of Psychother- 


751 


apy, cited in Chessick R: How Psychotherapy Heals. 
New York, Science House, 1969 

2. Frankl V: Psychotherapy and Existentialism. Mew 
York, Simon and Schuster, 1967 


Drug Flashbacks: Reported Frequency 
in a Military Population 


BY M. DUNCAN STANTON, PH.D., AND ALEXANDER BARDONI 


An anonymous drug questionnaire was ad- 
ministered to 2,256 men enlisted in the Army 
who were either entering or leaving Viet 
Nam. The percentage of respondents who re- 
ported flashbacks arising from the use of 
“acid” (LSD and STP) was 23 percent; am- 
phetamines, five percent; and marijuana, one 
percent. The majority of men attributing 
flashbacks to drugs other than acid had also 
used acid. No relationship was found between 
reports of flashbacks and frequency of acid 
use, exposure to a combat zone, or birth or- 


der. 


HE CHARACTERISTICS, symptoms, and dy- 
T namics of “flashbacks” following the use 
of psychedelic and other drugs have been dis- 
cussed by a number of authors (1-12). How- 
ever, little research has emerged that accu- 
rately documents the prevalence of such 
experiences in a more or less normal popu- 
lation. The studies that have taken such an 
approach have produced a variety of different 
estimates,. due partly to differences in sam- 
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pling. To date, surveys of “normal”? groups of 
subjects who had used LSD or related hallu- 
cinogens have yielded the following percem- 
tages of reports of flashback: Blumenfield (1), 
20 percent (N=422); Horowitz (6), 28 percert 
(N = 25); and Owens and associates (13), ag- 
proximately 25 percent (N =395). McGlothlin 
and associates (14) obtained reports that 53 
percent of their 24 subjects experienced some 
“lasting effect” from LSD, although it is ur- 
clear whether these were flashbacks or att- 
tude “changes. Studies of nonnormal popu- 
lations include research by McGlothlin and 
Arnold (9) on 247 subjects, half of whom werz 
psychotherapy patients. Of the subjects, 15 
percent reporzed having had flashbacks 
Among 34 patients admitted to the hospital 
for LSD problems, Robbins and associ- 
ates (15) estimated that 32 percent had hac 
flashbacks. Ungerleider and associates (16 
surveyed adverse reactions to LSD among 
patients in Los Angeles County but providec 
no figures on the extent of total drug use fron: 
which the frequency of flashbacks could be es- 
timated. With the exception of Blumen- 
field (1), none of the research efforts men- 
tioned here has taken a statistical approach 
to flashbacks that have been attributed to 
drugs other than hallucinogens. 

The purpose cf the present study was to ob- 
tain estimates of flashback occurrences 
among a normal population of young adult 
men. Most of the major drugs of abuse were 
surveyed, and the relationships between 
“acid” (LSD and STP) flashbacks and such 
variables as frequency of use, birth order, and 
experience in a combat zone were also inves- 
tigated. It should be noted that the high 
prevalence of drug use in this population 
(especially marijuana [17]) affords data on 
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TABLE 1 
Number of Subjects Who Attributed Flashbacks to One or Two Drugs (N = 88) 


CATEGORY ACID SPEED MARIJUANA 
One drug 48 > 11 9 
Two drugs: 

Acid plus— 43 

Speed plus— i 1 


Marijuana plus— 


the recent controversy over the occurrence of 
flashbacks among users of nonhallucinogenic 
drugs (1, 7, 8, 12, 16, 18). 


Method 


An anonaymous drug questionnaire was ad- 
ministered ' to 2,256 men (grades E-1 through 
E-6) enlisced in the Army. The questionnaire 
was given at a replacement station in South 
Viet Nam. during November 1969. Approxi- 
mately half (1,151) of the respondents were 
leaving Viet Nam after completing a tour of 
duty, and the remainder (1,105) were entering 
the country to begin an assignment. An age 
criterion of 26 or younger was employed in 
order to exclude the few older men in the 
groups and to make the sample more ho- 
mogéneo.s. Of the questionnaires for the out- 
going men, 150 were rejected for incomplete- 
ness, blgtant inconsistencies, or failure to 
meet the age criterion; 105 of those for the in- 
coming men were similarly rejected. The final 
sample consisted of 1,001 outgoing and 1,000 
incoming men, for a total of 2,001. The num- 
ber of users for each drug was also deter- 
mined. 

The questionnaire asked for the history of 
drug usz of the respondents, along with basic 
demogrephic information such as age, birth 
order, etc. The important question for this 
study was: “Have you ever had ‘flashbacks’ 
from drug use? If so, please name these 
drugs.” A more detailed discussion of the 
methodology employed in administering the 
questionnaires has been presented else- 
where (.7). Suffice it to say that considerable 
precaut.on was taken to ensure anonymity 
and to convince the respondents of the credi- 
bility of the investigators. 


' The cata were gathered while Dr. Stanton was with 
the 98th Medical Detachment in Viet Nam. 
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Results 


A total of 95 respondents reported experi- 
encing flashbacks. Eighty-eight of them listed 
one or two drugs as sources; these data are 
presented in table 1. Four respondents re- 


ported having flashbacks but did not name. 


the drugs, and two men named three drugs, 
listing either marijuana or opium in addition 
to amphetamines (speed) and acid; the data 
on these six men were excluded from table 1. 
In addition, one man who reported an acid 
flashback but no drug use of any kind was ex- 
cluded from the study, bringing the total 
number of men who reported having had 
flashbacks to 94. 

When viewed alone, these data are not par- 
ticularly instructive. One must, of course, 
know something about the extent of drug use 
itself before making assertions as to the ex- 
tent of flashbacks among users. Conse- 
quently, reports of flashbacks were compared 
with the overall reported use of certain drugs 
(table 2). In addition, since acid has been the 
drug of major concern in research on flash- 
backs, table 2 includes the percentage of men 
who attributed flashbacks to drugs other than 
acid but who had also had at least one experi- 
ence with acid. l 

Among the 115 outgoing men who were 
acid users, 28.6 percent reported flashbacks 
that they attributed to acid or any other 
drug. The percentage for incoming acid users 
was 29.6 percent. A chi-square analysis be- 
tween these two groups was not significant. 
This would indicate that exposure to a com- 
bat zone did not appreciably change the 


prevalence of reporting flashbacks among 


acid users since nearly all of the outgoing 
men had spent at least a year in Viet Nam. 
Of the group of outgoing acid users, a 
somewhat higher percentage of flashback 
was reported (37.5 percent) among those who 
had used acid both before and during their 
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tour of duty in Viet Nam as compared with 
those outgoing acid users who had taken it 
either only before coming to Viet Nam (25.3 
percent) or only during their tour there (28.5 
percent). Chi-square analysis among these 
three groups yielded a value that was not sta- 
tistically significant. The same group who had 
used acid before and during their tour was al- 
so compared separately with each of the oth- 
er groups, again without significant results. 

Three different analyses were performed to 
determine if a relationship existed between 
the extent (frequency) of acid use and the ten- 
dency to report flashbacks from any drug. 
First, three chi squares were calculated for the 
acid users within the outgoing (N = 115,) in- 
coming (N = 125), and combined incoming 
and outgoing groups (N = 240). To allow di- 
rect comparison with the study by 
McGlothlin and Arnold (9), the analysis was 
made across two levels of acid use, those who 
used it from one to ten times and those who 
used it 11 or more times. The results were not 
significant. The second analysis compared re- 
ports of flashbacks for all acid users (N = 
240) across six levels of usage (1-5 times, 6- 
10 times, 11-20 times, etc.); outgoing and in- 
coming users were combined because there 
were too few of them at the various levels to 
allow separate comparisons. The chi-square 
value obtained was not significant. Finally, 
point biserial correlations were computed 
for the outgoing, incoming, and combined 
groups between reports of flashbacks and the 
extent of acid use, in an attempt to deter- 
mine whether a linear relationship existed 
between these two variables. The highest of 
these correlations was .08, and none of them 
was significant. 

Three other analyses were performed that 
were identical to the three just described, with 
one exception: These subsequent analyses 


To 


compared the extent of acid use and tke ter- 
dency to attribute flashbacks specifically ta 
acid, as opposed to any drug including acic 
Once again, however, no significant relation- 
ships of any kind emerged from the data. Im. 
summary, ther, these six analyses provided 
no evidence that frequent acid use increase: 
the likelihood of reporting flashbacks. 

In order to ascertain whether birth order 
was in some way associated with the tendency 
to report flashbacks, a chi-square analysis 
was performed between firstborn and later- 
born acid users. Failure to indicate their birth 
order led to the exclusion of two respondents. 
Analysis was done on the combined group of 
238 incoming and outgoing acid users. The 
difference was not significant. 


Discussion 


It is felt that the data reported here provide 
a fairly consistent representation of the per- 
centage of youthful drug users who report 
flashback phenomena for each of the several 
drugs surveyed. Partial support for this is pro- 
vided by the close similarity between our own 
figure among acid users of nearly 23 percent 
and the estimates of 20 percent and 25 per- 
cent obtained by Blumenfield (1) and Owens 
and associates (:3), respectively, from sam- 
ples comparable as to number and age o? re- 
spondents. This suggests that slight difer- 
ences in methodology may not be crucial in 
surveys of flashback phenomena. 

Some of the percentages of flashbacks, e.g., 
that for speed, were greater than we had an- 
ticipated from our clinical experience. Al- 
though heavy use of amphetamines has occa- 
sionally been known to bring about such 
recurrent effects as paranoid thoughts, audi- 
tory hallucinations, and disorientation (2, 5), 
these are more frequently viewed as manifes- 


TABLE 2 
Comparison of Acid Use, of Other Grug Use, and of Flashbacks 


ACID USERS AMONG THOSE 


TOTAL NUMBER THOSE WHO REPORTED FLASHBACKS (WHO REPORTED FLASHBACKS 

DRUGS OF USERS NUMBER PERCENT NUMBER PERCENT 
Acid (LSD, STP} 240 55 22.9 55 100.0 
Speed (amphetamines) 319 17 5.3 10 5EB 
Marijuana 877 12 1.3 3 2£.0 
Opium 236 / 7 2.3 4 57.1 
NM escaline, peyote, 7 

and psilocybin* — 4 — 3 75.0 
Heroin/morphine 76 3 3.9 0 — 
Barbiturates 254 1 0.3 0 — 
*information on use of these drugs was not requested of the subjects. Nonetheless, four attributed flashbacks to them. 
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tations o7 psychosis and do not have the 
“drug” quality usually associated with flash- 
backs (11). Conversely, the attention given in 
recent years to flashback-type effects attrib- 
uted to marijuana (1, 7, 8, 12, 16) initially led 
us to speculate that along these lines, our 
sample would certainly yield a figure higher 
than 1.3 percent, especially when one con- 
siders that half of the sample was leaving a 
milieu notorious for its high incidence of 
marijuana use (17). In fact, our results are in 
line with those of Tennant and Groes- 
beck (18), who could not document the occur- 
rence of flashbacks among subjects who had 
used only cannabis. These findings demand 
that reccnsideration be given to the entire is- 
sue of marijuana aftereffects, with special at- 
tention to the personalities and possible 
psychotiz predispositions of those who report 
such phenomena. 

It is noteworthy that, except for marijuana, 
the majority of respondents who attributed 
flashbacks to drugs other than acid also re- 
ported having used acid at some point in their 
lives. Whether they experienced the flash- 
backs before, shortly after, or a long time af- 
ter using acid could not be determined from 
Our questionnaire and is a question deserving 
further study. Nonetheless, it is possible that 
in some cases other drugs are being blamed 
for aftereffects that actually arise from the 
use of LSD and similar hallucinogens. Fur- 
ther, multidrug use and the frequent impu- 
rities, mixtures, and mislabelings that charac- 
terize many of the substances used illicitly 
today tend to cloud the issue of just what 
drugs a person may have used. A case in point 
is the recent discovery in California that a 
populzr substance being sold to youths as 
peyote turned out, under analysis, to be noth- 
ing less than LSD. 

A namber of authors have claimed that 
frequent use of LSD is more predisposing 
to flashbacks than rare or occasional use of 
this drug (1, 6, 9, 10, 11, 15). Blumenfield (1) 
found that flashbacks were reported more fre- 
quently among heavier users. McGlothlin and 
Arnold (9) also presented data to support this 
point. Of their subjects who had used LSD 
fewer than ten times, 12 percent reported 
LSD-like recurrences; of those who had used 
it ten times or more 24 percent reported these 
recurr2.ices. On the other hand, several differ- 
ent analyses of our own data did not support 
this finding. The figures we obtained were 28 
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percent for those who had used LSD one to 
ten times and 30 percent -for those who had 
used it 11 times or more; the two figures did 
not differ significantly. 

There appears to have been an increase 
during recent years in the number of in- 
frequent drug users who report flashbacks in 
that many of the subjects in McGlothlin and 
Arncld’s study were exposed to LSD only be- 
fore 1961, while our data were gathered in 
late 1969. Whether this increase is due to 1) 
heightened awareness and expectation of 
flashbacks, 2) more accurate reports of flash- 
backs, 3) changes in the pharmacological 
composition of present-day hallucinogens, 4) 
multidrug use, or 5) some other factor 1s 
difficult to ascertain. 

espite the belief of some researchers that 
LSD flashbacks tend to increase under stress- 
ful conditions (1, 6, 10, 11), we found that ex- 
posure to a combat zone did not appreciably 
change the number of acid users reporting 
flashbacks. The low prevalence of marijuana 


flashbacks also tends to weigh against the. | 


stress theory. Thus, in contrast to Blumen- 
field’s (1) assertion that “stresses of adjusting 
to the military setting’? evoke flashback 
phenomena, our results indicate that the 
Viet Nam war experience, like birth order, is 
not correlated with the frequency of flash- 
backs. 

We inevitably arrive at the question of de- 
fining what exactly a flashback is. There has 
been some debate on this issue (6, 9, 10, 11, 
12, 15). The term may be overinclusive con- 
sidering the difference in pharmacologic 
effects of the several drugs to which flash- 
back phenomena have been attributed. 
However, it is doubtful that the respondents 
in our own or others’ research have read 
the recent scientific and professional lit- 


erature on flashbacks. They may not be in a: 


position to critically evaluate the subjective 
experiences to which they assign the term 
“flashback.” Thus, in the present study and 
elsewhere we are dependent upon the con- 
sumer and left with definitions that have been 
set forth and elaborated on primarily by a 
subgroup known as the “drug culture.” 
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The Psychology of Hallucinogenic 
Drug Discontinuers 
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Psychological test data from individuals who 
had -discontinued using hallucinogens with 
those from individuals who were still using 
them were compared. While the continuers 
had a tendency toward higher risk-taking 
behavior, the two samples could not be 
otherwise psychologically differentiated. Be- 
tween two subsamples with moderate drug ex- 
perience, the continuers showed a greater 
trend toward psychiatric impairment than the 
discontinuers. The authors do not believe that 
drug experiences impaired the discontinuers. 


OST STUDIES concerning users of illicit 


hallucinogenic drugs focus upon the pe- 


riod of drug use. We became interested in the 
phenomenon of drug discontinuance through 
a growing awareness that increasing numbers 
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of young people in the Boston-Cambricge 
community were no longer using halluciro- 
genic drugs. We wondered whether the dis- 
continuers represented a subsample of the 
drug-taking population and whether they dif- 
fered from non-drug users. We wondered, if 
hallucinogenic drug use produces psycho- 
pathological consequences, whether suzh 
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TABLE 1 
Characteristics of the Samples 
DISCONTINUERS  CONTINUERS 

ITEM (N= 16) IN = 16) 
Sex 

Male 11 13 

Female 5 3, 
Religious kackground ; 

Protestart 8 12 

Catholic 2 0 

Jewish 6 4 
Occupation 

Student 6 2 

Employed 7 4 

Housewiie 2 Q 

Unemplcyed 1 10 
Mean age 25.3 years 23.7 years 


changes would still be evident after a period 
of discontinuance. This paper will focus upon 
these questions; the reasons for drug discon- 
tinuance will be considered in a separate com- 
munication. 

To our knowledge only Blum and associ- 
ates (1) aave considered studying drug discon- 
tinuers for research purposes. On psychologic 
test variables, discontinuers as compared with 
continuers were found to be “over-con- 
trolled,” less trusting and naive, and more 
suspicious. The discontinuers were found to 
have fewer personality disorders as judged 
by a rater, although they were not asked 
to rate themselves in this regard. Other 
characizristics that differentiated the two 
groups included a wider use of hallucinogens 


other than LSD among the continuers and ` 


more group ethnocentrism (“LSD users cling 
together”). There was some reduced job effi- 
ciency among members of both groups. 
McGlothlin and Arnold (2), in a follow-up 
study af 247 LSD users, noted that 58 had 
discontinued drug use although they did not 
specify the criteria for discontinuance. On the 
basis of interview and questionnaire data, 
LSD users showed no lasting adverse or bene- 
ficial effects but were considered to be high- 
risk takers. 

For the purposes of our study, the follow- 
ing a priori criteria were established. In order 
to be considered a drug user a subject had to 
have had at least two experiences with some 
hallucinogenic substance, defined as LSD, 
mescaline, or psilocybin. Drug discontinuers 
had to have abstained from hallucinogenic 
drug use for at least six months. (In fact, nine 
of the 16 discontinuers had not used any of 
these drugs for one or more years.) 
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A group of 16 drug discontinuers and one 
of 16 continuers were referred to us for study 
by colleagues in the Boston-Cambridge 
metropolitan area. Identifying characteristics 
and occupational histories of the two popu- 
lations are shown in table 1. Although the 
two populations were not matched, they are 
similar in age, sex, and religious background. 
The discontinuers were significantly more 
involved in goal-directed activity than were 
the continuers (x? = 8.87, df = 1, p = .003). 

Table 2 summarizes the histories of illicit 
drug use in both groups of subjects. Except 
for hallucinogenic drug use the groups were 
essentially alike. All subjects were frequent 
users of marijuana (about twice a week on the 
average), and all were using marijuana at the 
time of the study. (Many remarked that they 
did not consider marijuana a drug as com- 
pared with the hallucinogens; the discontin- 
uers did not consider discontinuing the use of 
marijuana.) Members of each group tended to 
experiment with many different types of illicit 
drugs, although they tended not to repeat 
such experimentation more than a few times. 
The groups differed greatly, however, in the 
frequency of hallucinogenic drug use. Figure 
1 displays the frequency distribution of the 
two groups. It is clear that the discontinuers 
tended to have many fewer hallucinogenic ex- 
periences than the continuers. 


Method 


Psychological data were derived from self- 
rated paper-and-pencil tests that have been 
frequently used in our laboratory and found 
to be sensitive to psychiatric symptoms and 


TABLE 2 
History of Hlicit Drug Use 

SUBJECTS DISCONTINUERS CONTINUERS 
Those admitting frequent 

marijuana use (several 

times a week) 16 16 
Those admitting amphet- 

amine experimentation 12 13 
Those admitting barbitu- 

rāte experimentation 5 2 
Those admitting opiate 

experimentation 10 9 
Those admitting cocaine 

experimentation 7 10 
Mean number of hallucin- 

ogen experiences 69.9 


22.4 
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FIGURE 1 


Frequency Distribution of Drug Use: 
‘Discontinuers Versus Continuers 
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impairment in a population of young, non- 
patient volunteers for various research proj- 
ects. Three broad classes of tests were in- 
cluded ':; tests that assessed specific mood 
states, general psychological adjustment-mal- 
adjustment tests, and tests that assessed spe- 
cific personality traits or variables. 


Mood Instruments 


Minnesota Multiphasic Personality Inven- 
tory {MMPI} Depression scale {Deo}: a 60- 
item measure of symptomatic depression (7). 
Normative data from our laboratory suggest 
that a mean score of 19.43 characterizes a 
population of men who are comparable in age 
and other demographic variables to the 
present research samples. 

Dempsey’s modification of the MMPI De- 
pression scale {Do} a 30-item, shortened 
form of the Deo scale, which omits items of 
bodily health and somatic concern (8). A 
mean score of 6.01 characterizes the norma- 
tive male population from our laboratory. 

Taylor Manifest Anxiety Scale (TMAS): a 
5C-item scale designed to assess character- 
ological anxiety (9). A mean score of 13.2] 
characterizes the normative male population. 


! A number of other psychological measures were in- 
cluded for exploratory purposes. These tests included the 
Scheier-Cattell Anxiety Battery (3), the Femininity Scale 


‘of the California Psychological Inventory (4), the Ey- 


sensk Personality Inventory (5), and the Psychiatric Out- 
patient Mood Scale (6). There were no differences be- 
tween the research populations nor were these subjects 
different from normative reference populations. 


?Since male and female subjects rate themselves dif- 
ferently on these measures, only male subjects from each 
group were statistically compared. 
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Adjustment Tests 


The Langner Scale: a 22-item, self-rated 
measure of psychiatric impairment (10). 
Langner found that a score of four or more 
symptoms characterized impaired psychiatric 
health. We have found the scale useful in dif- 
ferentiating impaired subjects from healthy 
volunteer subjects. 


Specific Personality Variable Scales 


Wallach-Kogan Choice -Dilemmas (risk- 
taking): a 12-item measure of risk taking de- 
veloped in 1959(11) and modified by Ko- 
chansky (12). Each item represents a choice 
between a risky and a safe course of action for 
a specified situation. A subject’s selection of a 
particular probability level of the success of a 
risky alternative reflects the deterrance of 
failure for him. Higher scores are associated 
with greater risk-taking conservatism. In ad- 
dition to a total score, it is possible to derive 
three subscales. The self-destructive subscale 
(S-D) is based upon those four items in which 
risk of one’s own life or physical well-being is 
the primary risk component. The other two 
subscales are comprised of items involving 
primarily financial (F) or achievement (Ach) 
risks. 


Results 


The psychological test data are summa- 
rized in table 3. Only one significant differ- 
ence emerged between the two groups, 
although the discontinuers scored slightly 
higher on the Depression scale of the MMPI 
and its modification by Dempsey. The two 
groups did not differ substantially from 
normative data derived from our laboratory 
population of young, volunteer subjects 
drawn from the Boston-Cambridge commu- 
nity or from published normative values. On 


TABLE 3 
Psychological Tests 
MALE MALE 
DISCONTINUERS CONTINUERS 
TEST (N=11) (IN=13} 
Deo 21.45 19.C8 
Day 7.82 7.23 
TMAS 13.00 15.85 
Langner 2.91 3.08 
W-K, self-destructive 
factor* 26.36 21.15 


*The lower score indicates greater risk-taking behavior. 
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TABLE 4 


Psychological Tests Controlled for 
Moderate Drug Usage 


MALE MALE 
DISCONTINUERS CONTINUERS 
TEST (N=5) (N=4} 
D60 19.80 29.50* 
D30 8.00 13.50** 
TMAS 14.00 25.25* 
Langner 2.40 5.00** 
W-K, self-destructive 
factor 29.00 28.00*** 


*p < .05. two-tailed, df=7. 
** 05 <p < .1, two-tailed. df= 7. 
** nS. 


the self-destructive factor of Wallach and 
Kogan’s Choice Dilemmas questionnaire, 
however, the drug continuers scored signifi- 
cantly iower than the discontinuers, reflecting 
a tendency toward more risky behavior in 
situations involving the risk of loss of life or 
severe physical injury (p<.05, two-tailed). 


Discussion 


Taking all 24 male subjects together, the 
results of the psychological tests generally 
agree with those of previous workers. Failure 
to find any significant elevation among drug 
users on the Depression scale of the MMPI 
was also reported by Ungerleider and associ- 
ates (13), McAree and associates (14), Smart 
and Jones({15), and Barron and associ- 
ates (16). These workers employed the entire 
MMPI and observed that elevations were ei- 
ther inconsistent or were recorded in the Psy- 
chopathic Deviate, Schizophrenia, or Manta 
scales only. The lack of elevation on any of 
the administered psychological test measures 
would indicate that, as a group, these young 
people did not rate themselves as emotionally 
or psychiatrically symptomatic. On the basis 
of the mean results of these tests, neither con- 
tinuers nor discontinuers could be distin- 
guished from a larger normative population 
of the same age and demography. 

Of considerable interest, however, is the 
finding of a significant difference between 
discontinuers and continuers regarding self- 
destructive, risk-taking behavior. Drug con- 
tinuers appeared to show more signs of risk- 
taking behavior on Choice-Dilemmas items 
involving possible loss of life or bodily injury 
than were those who had discontinued drug 
use. On the basis of these data, we concluded 
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that active users of hallucinogenic drugs may 
be characterized by -greater propensity to- 
ward risk-taking behavior in a variety of situ- 
ations involving life or bodily injury than in- 
dividuals who have discontinued using these 
drugs. It may be that drug users underesti- 
mate or misjudge the probability of the nega- 
tive outcome of a risk-taking decision involv- 
ing their health. Alternatively, the drug user 
who is a high-risk taker may value his life or 
physical well-being less than the discontinuer. 
One can speculate that the decision to discon- 
tinue hallucinogenic drug use is, in part, asso- 
ciated with a general shift toward increasing 
conservatism in health-threatening situations. 

Since there was a disparity between the 
number of hallucinogenic drug experiences 
among members of each group, we decided to 
compare those discontinuers and continuers 
with approximately the same number of hal- 
lucinogenic drug experiences. When the data 
are reexamined for subjects who have had be- 
tween |] and 30 experiences (see figure 1), the 
differences in risk-taking behavior disappear, 
but symptomatic differences emerge. The 
relevant differences are shown in table 4. Con- 
tinuers in this middle range of drug use rated 
themselves as significantly more depressed, 
anxious, and psychiatrically impaired than 
the discontinuers. ` 

Interpretation of these data, derived from 
exceedingly small samples, can only be tenta- 
tive. We suggest that when the number of 
drug experiences is held constant, discontin- 
uers more resemble the normative reference 
population on three measures of affective 
symptomatology and psychiatric health, 
while the continuers resemble mildly symp- 
tomatic persons who are aware of their inter- 
nal distress and respond to self-rated paper- 
and-pencil tests. 

Among the continuers explanations for the 
appearance of symptoms in the mid-range of 
drug use and for the disappearance of risk- 
taking differences must also remain specula- 
tive. We offer the following hypotheses for fu- 
ture testing: Moderate hallucinogenic drug 
use may not be seen as risk-taking behavior 
and may, in fact, be associated with perceived 
dystonic psychiatric symptoms and distress 
(ior example, search for goal direction, inti- 
macy, identity, creativity). Those who use hal- 
lucinogenic drugs with greater frequency may 
not perceive inner psychic distress. For these 
users, hallucinogens may be a risk-taking 
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event, an additional stimulation beyond the 
drug experience per se. Since the distribution 
of the frequency of drug experiences was so 
skewed in our population that continued drug 
use, the psychological test scores of the non- 
symptomatic, high-risk heavy users would 
Statistically dominate the moderate-use, 
symptomatic low-risk continuer and obscure 
the differences. 

These suggestive explanations are conso- 
nant with the work of previous investigators. 
As we have noted, interpretations of previous 
psychological test data indicate that heavy 
hallucinogenic drug users tend to be described 
in terms of inconsistent diagnostic patterns or 
character structure and pathology, rather 
than symptomatic psychoneuroses with inner 


conflict. The tendency toward drug use as an. 


ego-syntonic risk-taking adventure corrobo- 
rates McGlothlin and Arnold’s general obser- 
vations (2). They characterized hallucino- 
genic drug users as persons who preferred 
loosely structured lives and who had a pro- 
clivity for risk-taking experiences. 

From these data, there is no way to corre- 
late discontinuance with changes in psychiat- 
ric symptomatology or impairment. One may 
speculate, however, that the symptomatic pa- 
thology seen among moderate drug contin- 
uers is not necessarily irreversible. If contin- 
uers who use hallucinogens moderately are 
similar to discontinuers except in continuance 
of drug use, then one may note a decrease in 
symptoms and an increase in goal-directed 
behavior associated with discontinuance. 
Three explanations are possible. First, hal- 


lucinogenic drug use did indeed solve prob-. 
- lems for which the use was intended. Second, 


and more probable, when dystonic affective 
experience diminishes for any reason, the 
need for hallucinogenic drug use concomi- 
tantly declines. Third, it may be that drug use 
itself produces the psychiatric symptoms; 
when drug use ceases, so do the symptoms. It 
is most likely, however, that explanations for 
drug discontinuance are more diverse and 
more complex. 

We can conclude that the 16 subjects who 
had used hallucinogenic Grugs and had dis- 
continued this use were not permanently im- 
paired as indicated by psychological test mea- 
sures, by their involvement in goal-directed 
activity, and by a lower tendency to make 
high-risk decisions that might be detrimental 
to their health. 
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Summary 


Psychological test data from 16 discon- 
tinuers of hallucinogenic drug use are 
presented and.compared with similar data 
from a nonmatched sample of drug contin- 
uers. As a group, discontinuers as well as con- 
tinuers did not differ from a normative refer- 
ence population in psychological test scores. 
Except for a higher tendency toward health- 
threatening, risk-taking behavior among the 
continuers, the two research populations 
could not be psychologically differentiated. 
Within the two population samples, five dis- 
continuers and four continuers who had ap- 
proximately equal moderate hallucinogenic 
drug experiences were compared. When the 
frequency of drug use was controlled in this 
manner, the differences in risk-taking behav- 
ior disappeared, tut the continuers scored sig- 
nificantly higher on measures of depression 
and anxiety, with a trend toward greater psy- 
chiatric impairment. It is suggested that mod- 
erate hallucinogenic drug use is associated > 
with ego-dystonic affective experience and is 
not seen as a health-threatening risk activity. 


Heavy drug use, primarily among the contin- 


uers, is seen as a high-risk activity that is ego 
syntonic, thus suggesting character pathol- 
ogy. Hallucinogenic drug discontinuance is 
probably a complex phenomenon that defies a 
simplistic explanation; the 16 discontinuers 
studied cannot be considered impaired by 
their drug experience. 
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DISCUSSION 


GEOEGE S. Gass, M.D. (Bethesda, Md.)—This 
paper tocuses on the relation between psychedelic 
drug use and certain parameters of personality. 
These sdecific characteristics are psychopathology, 
interne! measures of anxiety and depression, and 
risk-taking expressed in part by self-destructive 
tendencies. The notion that the heavy drug user 
may hzve self-destructive tendencies has not been 
expressly studied but is supported by one’s own 
clinical cases and by the term used to describe drug 
taking, i.e., “blowing one’s mind.” 

While there are many reasons for psychedelic 
drug usage, an important one is a desire for self-ex- 
ploration in hope of some decrease in dysphoric 
symptoms and of a change in an individual’s per- 
sonality. Among individuals who do altogether 
stop their use of psychedelic drugs, some report 
their drug experiences as useful and some as non- 
useful. In what respects these drug discontinuers 
differ from continuing users is still uncertain. 

This paper suggests that the two groups are es- 
sentially similar and are not very different from av- 
erage vouth, apart from a willingness to take risks. 
However, a comparison of moderate drug users 
suggests that there are many differences between 
the drig user and the drug discontinuer. Unfortu- 
nately this study has still not completely resolved 
the issue for two reasons: 1) the size of the studied 
subgroup of nine subjects is far too small to draw 
many accurate conclusions; and 2) the paper-and- 
pencil tests that were administered were specific 
and c rcumscribed, while the continued taking of 
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drugs is a complex issue related to many factors, 
both intra- and extrapsychic. These include the in- 
dividual’s premorbid psychopathology, the types 
of defenses he uses, his current intrapsychic state, 
his past drug experiences, his family structure, and 
the sociological context he lives in, with the avail- 
ability of drugs, the mores of the setting, and the 
environmental stress around him all having some 
importance (1-3). These parameters are varied and 
diffuse, but a more detailed questionnaire relating 
to this demographic material and a short struc- 
tured interview could have provided some of this 
information. 

For instance, did drug use begin during a time of 
crisis, as a mode of relating to others, or for some 
other reason? Does the frequency of drug use 
slowly taper off as the individual loses interest in a 
novelty or realizes that it is not useful in problem 
solving? Or does drug use conflict with other inter- 
ests like work, or does the individual have one or 
two bad trips that point out to him the risks in- 
volved? Does a bad trip cause an individual to de- 
cide that the risk is not worth it? 

In fact, there is some evidence that drug discon- 
tinuers are a different type of individual than con- 
tinuers, although there is little information in the 
present study to support this. The concept of dif- 
ferent populations is demonstrated in part by 
McGiothlin and Arnold, who recently reported on 
a study of a large population (1). They found that 
psychedelic drug use is usually time-limited in 
asymptomatic people and that when the novelty 
wears off, a drug experience becomes just that—a 
trin—such that after one has visited there for a 
while, he loses interest. 

Whether the lower risk assessment found in con- 
tinuing users is due to their having had no bad trips 
or to their increasing passivity as a result-of a bad 
trip that causes them to go “with” the drug is an 
interesting question. An interview or a more de- 
tailed questionnaire might clarify these points. 
Apparently, drug continuers see drug ingestion 
as a mode of coping, of reacting to situations, and 
not as deleterious to their health. The question 
remains, however, whether discontinuers and users 
begin and continue drug use for different reasons. 

Also of interest is the authors’ report of signifi- 
cant differences between the two groups of moder- 
ate users in terms of psychopathology and intra- 
psychic discomfort, while individuals who became 
heavy drug users seemed to revert back to a nor- 
mal adjustment picture, rating themselves as hav- 
ing few symptoms and little depression or anxiety. 
A clinician’s evaluation of these individuals’ 
psychopathology would have given a more objec- 
tive picture of their mental status than self-ratings 
alone. 

The authors suggest several reasons why heavy 
drug users reported low measures of psychopa- 
thology and dysphoria. Given their reliance on 
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self-ratings, a different explanation seems more 
suitable. This relates to the effect of the psychedel- 
ic drug on an individual’s personality; this has 
been reported in the literature (4). Psychedelic 
drugs amplify affect, so that if one is dysphoric and 
then “‘trips,” he may well have a bad experi- 
ence (5). Those who use drugs frequently know this 
and learn either to avoid drug use at times of dys- 
phoria or to assume a protective psychological 
stance. They deny and externalize their inner diffi- 
culties in an effort to maintain an inner state of af- 
fective neutrality. The drug effect reinforces this 
stance, and the overall result may be a change in 
personality. This change leads toward a more pas- 
sive orientation toward life that emphasizes allo- 
plastic rather than autoplastic defenses and a de- 
nial of inner discomfort and symptoms. This may 
have happened in the continuers who, in their self- 
ratings, reported no distress or psychopathology 
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but who might seem quite bizarre and upset to an 
observer. 
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IN MEMORIAM 





Thomas J. Heldt, 
1883-1972 


Dr. Thomas J. Heldt was born on August 8, 
1883, in Buckeye, Iowa. He secured his B.A. and 
M.D. degrees at the University of Missouri. In 
1914, already determined to become a psvchiatrist, 
. he entered Johns Hopkins University, where the 
renowned Adolf Meyer was Professor and Chair- 
man of the Department of Psychiatry. In June 
1916 he began his internship at Ward’s Island, 
N.Y., where the great medical psychologists Au- 
gust Hoch and George Kirby, with neuropatholo- 
gist Charles Lambert, were in charge of psychiatry 
at the Manhattan State Hospital and the New 
York Psychiatric Institute. He was then attending 
physician in the Department of Psychopathology 
of Cornell Medical College, N.Y. 

Following his internship Dr. Heldt enlisted in 
the Army in June 1917, starting active duty in Au- 
gust. In February 1918 he was division psychiatrist 
of the 8ist Division, seeing action in the Metz-Ver- 
dun drive. He was quickly promoted to captain, 
then major, in the Medical Corps, serving until 
July 1919. 

From 1919 to 1922 Dr. Heldt was Clinical Di- 
rector of the U.S. Public Health Service Hospital 
at Waukesha, Wis. He then started the first 
U.S.P.H.S. child guidance clinic in St. Louis, Mo., 
soon afterward establishing a second one in Nor- 
folk, Va. 

In June 1923 Dr. Heldt became Physician in 
Charge of the Division of Neuropsychiatry at the 
Henry Ford Hospital, Detroit. He developed fine 
departments of psychiatry and neurology that 
featured the dignity of human individuality and 
that fostered the integration of psychiatry, general 
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medicine, and religion. His was the first division of 
neuropsychiatry in a general hospital conducted 
entirely without physical restraints of any kind, 
without isolation of psychiatric patients, and with- 
out segregation of men and. women—an achieve- 
ment of world interest. He retired as head of the di- 
vision on July 1, 1952, remaining on the staff as 
Senior Consultant. 

Dr. Heldt received many awards and was elected 
to many offices. In 1950 he was president of the 
Central Neuropsychiatric Association; in 1925 and 
in 1946 he was president of the Michigan Society 
of Psychiatry and Neurology; and he served as as- 
sistant or associate examiner for the American 
Board of Psychiatry and Neurology annually be- 
tween 1937 and 1955. From 1951 to 1965 he was a 
member of the Michigan State Board of Alcohol- 
ism. 

Tom Heldt even succeeded in combining his 
chief sport and relaxation, hunting in the wilds, 
with his interest in scientific research: He provided 
a series of brain tissues contributing to phyloge- 
netic studies of the development of the nervous 
system to the Department of Anatomy, Univer- 
sity of Michigan. 

I feel pride in having known this responsibly 
great physician, who completed his full life on Au- 
gust 21, 1972. Dr. Heldt is survived by three sons, 
Thomas F. of Albuquerque, N.M., Robert E. and 
Dr. Richard F. of Detroit; a sister, Hulda, of Sioux 
City, Iowa; six grandchildren; and three great- 
grandchildren. 


Jonn M. Dorsey, M.D. 
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Austin M. Davies, 
1900-1972 


` News of the sudden death of Austin M. Davies 
in Miami; Fla., on August 8 will awaken a flood of 
memories in the older members of the Association, 
for he was intimately connected with the business 
affairs of the APA from 1932 until his retirement 
in 1965—a span of 32 years. In fact, until the 
Washington office was opened in 1948, Austin was 
the Association’s lone “general factotum.” 

It was not until 1932 that Dr. William L. Rus- 
sell, then President of the Association, informed 
the members that it was time for the organization 
to have a home and also that it needed an executive 
assistant to look after its business affairs. The As- 
sociation then numbered 1,416 members, of whom 
80 percent were employed by state hospitals. It had 
no. place to call its own—no office and no clerical 
help. The Council met twice yearly. Although its 
business transactions were published regularly, 
there was no one to carry on between meetings or 
from year to year; thus, along with other defi- 
ciencies due to this lack of continuity, much valu- 
able historical material was lost. 

Fortunately for all concerned, luck had it that an 
excellent candidate for the position of executive as- 
sistant was available in the person of Austin 
Davies, a graduate of Brown University (1922). 
Born in Philadelphia, he was the son of a clergy- 
man and therefore, as Dr. C.B. Farrar noted, “It 
was not unnatural that he would have to help him- 
self through college.” In so doing, one of his jobs 
on weekends was as an attendant at Butler Hospi- 
tal, where he worked for three years and became 
acquainted with and influenced by Dr. Arthur H. 
Ruggles. He was also influenced by his brother, Dr. 
Stanley P. Davies, the author of a book on mental 
deficiency. Austin wrote his senior thesis on the 
subject: “The Relationship of the Public to the 
Problems of Mental Illness.” He did not know 
then that the best energies of his life would be de- 
voted to the interest of the mentally ill and to the 
great American agency organized in their behalf. 

When Mr. Davies began his duties the treasury 
of the Association was not robust enough to allow 
for renting office space, so as a temporary measure 
the National Committee for Mental Hygiene pro- 
vided a rent-free haven for five years. Clifford 
Beers was the director of the National Committee 
at the time. 

By 1937, Mr. Davies was able to advise the offi- 
cers that the organization was strong enough fi- 
_ nancially to stand on its own feet, and quarters 
were secured first at the New York Academy of 
Medicine and then, after five years, at a more per- 
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manent locus at Rockefeller Center. The executive 
assistant was now in high gear and it was socn 
apparent that he was indispensable. One of his ma- 
jor tasks was to increase the nonmember subscrip- 
tion list of the Journal and to increase its advertis- 
ing revenue, which in 1932 had amounted to 
$336.24. By the time of his retirement this revenue 
had increased to $200,000 yearly, and the number 
of nonmember subscribers had increased mate- 
rially. The Journal, which had been a quarterly, be- 
came a bimonthly in the 30s and a monthly in 
1947. 

One of the executive assistant’s most demanding 
tasks was planning and arranging the annual meet- 
ings and putting them on a self-sustaining basis 
through income from exhibitors and registraticn 
fees. In arranging the meetings he beceme ac- 
quainted with the virtues and failings of more than 
200 hotels across the nation; it was estimated that 
he traveled over 25,000 miles yearly. The ease with 
which he handled the annual meetings, the fact that 
he seemed to be in several places at the same time, 


‘and his ability to work in pleasant symbicsis with 


various local arrangement committees were all viz- 
tues that were essential, and through them he ex- 
cited the admiration of countless people. 

Austin’s New York office soon became a psy- 
chiatric crossroads, a central point for all manner 
of inquiries—data about members and prospective 
members, journalists seeking information, and 
worried families seeking the names of psychia- 
trists. He handled insurance of various kinds for 
members, dealt with publishers and the advertising 
agency, was business manager for the Journal, ard 
withal seemed always to have the time to be helpful 
and courteous. He was a general information bu- 
reau; yet no matter how busy he might be he exhib- 
ited a personal and friendly.interest in the individ- 
ual inquirer that endeared him to all who had 
occasion to call upon him. 

Different criteria and classes of membership for | 
the APA were defined as the organization grew 
apace. Mr. Davies was an early supporter of the Dis- 
trict Branch movement and spoke often of the ad- 
vantages of grass-roots activities. As time moved 
on, his duties increased in geometric proportion. 
Although he looked a bit harried at meeting time, 
he was always able to handle difficulties that arose 
and to maintain his equanimity while doing so. 
Fortunately, he moved off the scene well before tke 
meetings began to be disrupted by demonstrations. 
He would not have been able to abide that type of 
activity. 


[142] 


764 


In 1957 the Association took note of his 25th an- 
niversary in its service. Dr. Farrar, the distin- 
guished edizor of the Journal, paid him editorial 
homage. Dr. William Rush Dunton, the oldest liv- 
ing APA Fellow, wrote of Mr. Davies’ courtesy, 


his skill, and his competence, adding: “Especially 


have we came to feel a warm and affectionate re- 
gard for him as a friend.” 

In anticipation of Austin’s retirement he was 
made an Honorary Fellow of the APA and was 
. presented with a handsome framed scroll, which 
read in part “He supplied the energy to set forces 
in motion that brought our association to lofty po- 
sition in American life. His tenure witnessed a ten- 
fold growth in our membership. ... We shall ever 
remember him affectionately as ambassador par 
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excellence to the leading hostelries in the nation, in 
negotiation of our comforts, as genial host at our 
meetings, and raconteur of anecdote and chron- 
icler of history, as shrewd guardian of our ac- 
counts, as champion of the individual members, 
and as friend, mentor, and counselor along the 
way.” 

Thus with the plaudits and affectionate regards 
of his colleagues, Austin retired to Florida. His last 
few years were concerned with the devoted care of 
his beloved wife, Alma (the former Alma Blank, an 
artist), who was ill. Emphysema hastened his de- 
mise but yet death, when it came, was sudden and a 
shock to all his friends. 


F.J.B. 
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Tardive Dyskinesia and the Rabbit Syndrome 
During Wakefulness and Sleep 


SIR: Because of its resistance to treatment, per- 
sistent or tardive dyskinesia constitutes one of the 
most serious side effects associated with the long- 
term administration of neuroleptics. So far only 
tetrabenazine and reserpine appear to possess any 
real value in reducing or abolishing tardive dyski- 
nesia (1). Another recently described neuroleptic- 
induced extrapyramidal reaction consists, in its 
typical form, of perioral movements that are strik- 
ingly similar to the movements of a rabbit’s mouth 
(frequency range: 5-5:5 c/sec.) and is thus called 
the “rabbit syndrome” (2). Since thë patho- 
genesis of these abnormal movements still remains 
obscure, a neurophysiological approach was uti- 
lized to study these phenomena in chronic 
schizophrenic patients by polygraphic techniques 
during wakefulness (N = 29) and sleep (N = 21). 
The tardive dyskinesias were classified according 
to a rating scale (3) that differentiated three types 
of tardive dyskinesias: 1) a choreo-athetoid syn- 
drome, 2) a buccolingual syndrome, and 3) a buc- 
colinguo-masticatory syndrome. 

A difference was observed, with respect to the in- 
fluence of attention concentration and motor per- 
formance, between the buccolingual and bucco- 
linguo-masticatory syndromes and the rabbit 
syndrome. The intensity of the latter, which always 
augmented during attention concentration and 
motor performance, was accompanied by an in- 
crease in the tone of the muscles involved in these 
movements. The other types of oral dyskinesias 
(the buccolingual and buccolinguo-masticatory 
syndromes) were either enhanced or attenuated 
during attention concentration and motor per- 
formance. The muscle tone usually increased con- 
comitantly with their attenuation. Their regu- 
larization was also seen during attention 
concentration and motor performance. Moreover, 
sometimes the rabbit syndrome superimposed it- 
self on these dyskinesias during attention concen- 
tration and motor performance wnen the muscle 
tone augmented. 

During sleep, all types of oral dyskinesias were 
absent during non-REM stages II, HI, and IV and 
during the REM state. The rabbit syndrome per- 
sisted, however, during non-REM stage I. During 


the transitory stages from sleep to wakefulness, all 
types of dyskinesias reappeared, the rabbit swn- 
drome reappearing more precociously during the 
non-REM stage I. 

These findings suggest that the mechanisms trig- 
gering the rabbit syndrome are similar to those in- 
volved in the pathogenesis of the parkinsonian syn- 
drome (increase of the tremor with che 
augmentation of the tone of the muscles involved 
in the tremor and persistence of the tremor dur:ng 
the non-REM stage I) and seem different from 
those inducing the other types of oral dyskinesias. 
The fact that the antiparkinsonian agents relieve 
the rabbit syndrome to various degrees (2), 
whereas they are not only ineffective in zhe treat- 
ment of tardive dyskinesia but may even lead to an 
aggravation, would militate in favor of this hy- 
pothesis. 


The references are: 


i. Ayd FJ Jr: Treatment of persistent dyskinesia. In-ver- 
national Drug Therapy Newsletter 7:9-11, 1972 

2. Villeneuve A: The rabbit syndrome. A. peculiar extra- 
pyramidal reaction. Canad Psychiat Ass J 17 (Suppl): 
69-72, 1972 

3. Villeneuve A, Lavallée JC, Lemieux LH: Dys- 


kinésie tardive post-neuroleptique. Laval Méd 
40:832-837, 1969 
K. Jus, M.D. 
A. VILLENEUVE, M.D. 
A. Jus, M. D. 


Quebec, Quebec, Canada 


, Character and Behavior Disorder: A Way 


to Discharge Men from the Service 


Sır: While preparing a topic for discussion re- 
cently, I encountered Dr. Peter G. Bourne’s article 
“Military Psychiatry and the Viet Nam Experi- 
ence” (October 1970 issue). This article broughi to 
mind a fact that I felt should be realized by readers 
of material pertaining to military psychiatry. The 
statement was made that, in contrast te the high 
percentage of cases of “combat fatigue’ seer in 
previous wars, 40 percent of the psychiatric admis- 
sions in Viet Nam were classified as having charac- 
ter and behavior disorders. While there is no rea- 
son to doubt the validity of this particular 
statement sirce it was ostensibly obtained from 
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records of men seen by psychiatrists in a hospital 
setting, this is certainly not true in all cases within 
the Army. 

The diagnosis of character and behavior disor- 
der (personality disorders, in more recent terms) 
in the U.S. Army is, for the most part, a label 
given to persons whom the Army wishes to sepa- 
rate from service for one reason or another on a 
“212 discharge.” These discharges are usually ini- 
tiated by a company commander, and once ini- 
tiated, little is done by any professional person to 
confirm or refute the “diagnosis.” In fact, as indi- 
cated by the quotation of the following directive 
sent to all general medical officers at Fort Ord 
Army Hospital, the doctors are asked to rubber- 
stamp the “diagnosis.” 


1. Attached is a copy of DA Form 3822, the 
new Mental Status Evaluation Report, to be 
used by Troop Clinic physicians in clearing 
212s. 

2. Under “Impression” an additional state- 
ment is needed (no significant mental illness box 
is checked). This additional statement is 
“Patient does have a character and behavior dis- 
order.” 

3. Units want and need this statement to ex- 
pedite the 212 processing. Unless this is done, 
unit commanders will insist on sending such 
cases to the Mental Hygiene Consultation Ser- 
vice in order to get the diagnosis of character 
and behavior disorder established. 

This creates an added workload on Mental 
Hygiene Consultation Service. 


While some of the men “diagnosed” in this man- 
ner undoubtedly do have personality disorders, 
many, if not the majority, do not. I personally was 
asked to sign such a request on a recruit whose 
only indication of a character disorder was his 
refusal to fire a weapon, which he did not wish to 
do because of his feelings regarding the sanctity of 
life. I refused to sign it, feeling that even in the 
United States, considering human life sacred did 
not constitute a personality disorder. 

I would urge some caution, then, in the inter- 
pretation of statistics regarding military psychia- 
try, for after all, military medicine is military med- 
icine. 


RAYMOND B. KENNEDY, M.D. 
Carmel, Calif. 


Homicidal Acts of War 


Sir: “Psychiatric Aspects of Homicide Preven- 
tion” by Dr. Emanuel Tanay (January 1972 issue) 
is an interesting paper on a neglected subject. 
However, two rather serious omissions prompted 
this letter. 

Despite a well-thought-out classification system 
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of homicide, the most important form of homicide 
is not mentioned. I am referring to the individual 
and group homicidal acts of war. The ego-syntonic 
(for the most part} homicidal behavior of an army 
is a more proper setting for research because of the 
large volume of murders occurring per unit of 
time. Moreover, little progress in controlling civil- 
ian homicide can occur as long as the donning of 
certain irrelevant externals (e.g., uniforms) allows 
people to murder almost at will. 

An altered state of consciousness secondary to 
alcohol is such an important factor in so many 
homicides that I feel it deserves special mention. 
In fact, if it were measurable, I predict that it 
would be a greater contributing factor than psy- 
chological dissociation. As an aside, it is basical- 
ly the same type of person who wants to make a 
profit from selling guns who is comfortable mak- 
ing a living selling alcohol. In a society where 
owning property or possessing money is held in 
high esteem, a way will always be found to keep 
gun sales, alcohol sales, and amphetamine pro- 
duction legal. 


GRIFFIN M. BATES, JR., M.D. 
Rutland, Vt. 


Those Who Kill Without Thinking 


Sir: I read Dr. Emanuel Tanay’s article on 
“Psychiatric Aspects of Homicide Prevention” 
(January 1972 issue) with great interest. I share 
with him a grave concern about the lack of a sound 
theoretical framework and of useful scientific mod- 
els in.the area of homicidal behavior that would en- 
able us to enhance our understanding of the subject 
by more meaningful research and begin to estab- 
lish and apply the science of homicide prevention 
on a broad scale. I think his conceptualizations 
and conclusions go a long way toward realizing 
these goals and throwing into sharp focus issues 
that scientists, legislators, and other thinkers can- 
not continue to ignore. 

I am a bit disturbed about the nosology Dr. 
Tanay introduced because I feel it fails to include a 
large group of homicidal offenders who kill with- 
out premeditation. I have had a chance to examine 
this group clinically and others have written about 
those individuals whose personalities are so primi- 
tive and so devoid of developed, internalized struc- 
tures and controls that they are particularly liable 
to act out ego-syntonically, if you will, in a direct 
aggressive fashion, without much ego disruption, 
and certainly without the temporary collapse or 
flooding of a strong superego that never was. Many 
of these individuals are lower-class men who have 
been socialized to direct aggression outward. The 
superego ts underdeveloped and values that oppose 
violence are not internalized. Growing up in an en- 
vironment where severe physical punishment and 
even brutal aggression is commonplace, the child 
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may turn all of his energies toward avoiding the 
punishment but will not incorporate parental 
standards or prohibitions into his personality 
structure. “He may grow up thinking that guilt is a 
matter of getting caught, that all restraints come 
from outside, that rules should be disregarded if 
possible and fought if necessary, and that anger 
and aggression are things that go on between 
people rather than within them. Such a person 
might commit murder without remorse and for 
reasons that may appear trivial to others” (1). 

These homicides are not the ultimate in planning 
and organization but, rather, the random and 
senseless explosive discharges of the moment that 
seem to be with us increasingly frequently. These 
individuals apparently have not internalized values 
but have predominantly resorted to “identification 
with the aggressor.” For the sake of completeness 
and scientific validity, I would suggest the inclu- 
sion of this group of offenders in Dr. Tanay’s 
schema either as an important subcategory of the 
ego-syntonic group or as a fourth category, the 
“Violent Subculture,” composed of individuals 
with primitive personality structures and controls 
who learn (for I believe modes of aggression are 
learned) throughout their development in the 
milieu in which they live and grow to resort readily 
and easily to physical aggression in preference to 
other alternatives. 


The reference is: 


1. Wolfgang ME: Who kills them. Psychology Today 
3(5):54-56, 72, 74-75, 1969 


ROBERT L. GOLDSTEIN, M.D. 
New York, N.Y. 


Dr. Tanay Replies 


Str: I welcomed the letter from Dr. Bates since 
interest in homicide as a phenomenon is so in- 
frequent among psychiatrists. His point about 
homicidal behavior in the military being an ex- 
ample of ego-syntonic homicide is well taken. It 
was merely the limitation of space that did not 
allow for specific elaboration of this issue. The sol- 
dier, the criminal, and the policeman have one 
thing in common: Their homicidal behavior is ego- 
syntonic. 

I furthermore fully agree that alcohol plays a 
major role in initiating the altered state of con- 
sciousness and have demonstrated this in a 
previous publication (1). I do not agree with Dr. 
Bates that there is a demonstrated relationship be- 
tween the occurrence of ego-syntonic homicide and 
the incidence of ego-dystonic homicide, which he 
seems to imply by his reference to the uniform as a 
license to “murder almost at will.” 

Dr. Goldstein’s criticism of my paper is well jus- 
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tified. The examples cited by Dr. Goldstein are best 
classified as a subcategory of the ego-syntonic 
homicide, as he suggests. Behavior consistent with 
the values of a group to which one belongs is fre- 
quently, although not necessarily, ego-syntonic. 
Freud touched upon the conflict between two ego 
ideals arising out of membership in two different 
groups. He wrote in a letter to Ferenczi in 1918: 
“It is a question of a conflict between two ego 
ideals, the customary one and the one the war has 
compelled the person to build. The latter is con- 
cerned with relations to new objects (superior offi-. 
cers and comrades) and so is equivalent to the 
cathexis of an object; it might be called the choice 
of object not consonant with the ego” (2, p. 252). 
Freud returned to the same theme in a letter writ- 
ten to Jones one year later: “Now in the case of 
war, there is the conflict between the habitual end 
the fresh warlike ideal. The first is subjugated, but 
when the ‘shell’ arrives this older ego understands 
that it may be killed by the ways of che Alter 
Ego” (2, p. 254). 

A great deal of violence, including homicide, is 
committed in compliance witk a warlike ego ideal 
and is experienced at the time as ego-syntonic. 
With a change in the environmental setting, the 
same behavior becomes ego-dystonic and fre- 
quently leads to depression. I have encountered 30- 
licemen who proudly kill in the line of duty only to 
be profoundiy depressed later on. One of them 
committed suicide as a result of it. The same fre- 
quently applies to the members of the so-called 
“Violent Subculture,” who rarely are able to es- 
cape identification with the prevailing ideals of 
humanity that taking human life is forbidden. 


Sir James Frazer described a category of ta- 
booed persons, namely, that of man-slayers, war- 
riors who have killed an enemy and, therefore, 
must be purtfied (3). 


A group or a society might apprave of or over- 
glorify certain killings. The individual, however, 
rarely, if ever, can kill a human being without some 
degree of guilt. Viet Nam veterans who have killed 
civilians in an ego-syntonic state frequently, in ret- 
rospect, experience their behavior as ego-dystonic. 
I have yet to find a killer who did not show some 
degree of guilt. 


The references are: 


|. Tanay E: Psychiatric study of homicide. Amer J Psy- 
chiat 125:1252-1258, 1969 

2. Jones E: The Life and Work of Sigmund Freud, vol 
2. New York, Basic Books, 1955 

3. Frazer J: The Golden Bough: A Stucy of Magic and 
Religion. London, MacMillan & Co, 1950 


EMANUEL Tanay, M.D. 
Detroit, Mich. 
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Psychoanalysis: Out in the Cold? 

SIR: Regarding the Special Section on “Resi- 
dency Training” in general and Editor’s Notebook 
in particular (March 1972 issue), I think it should 
be made clear that whereas there is no doubt a shift 
in emphasis in psychiatric training toward distrib- 
vting our knowledge and care to a wider segment 
of the population as well as an increasing aware- 
ness of complex biological and social problems, 
there has been a simultaneous denigration of our 
knowledge of the individual and his psychology, 
specifically, either an absence of interest in or an 
outright hostility toward psychoanalysis. Whether 
this is justified or not is not the question, for it 
seems to be predictable. Indeed, some of us psychi- 
atrists who remain interested in psychoanalysis de- 
spite claims of its obsolescence (1) wonder way the 
Journal rarely makes mention of it. Perhaps psy- 
chiatry has severed its ties, or perhaps psychiatry 
has never been tied to psychoanalysis. In any case, 
from the tone of the editors, it would seem as 
though we have discovered something new and bet- 
ter to replace psychoanalysis, or it was never un- 
derstood and accepted as something worthwhile in 
the first place. 


The reference is: 


1. Shaw D: Freud’s couch giving way to “now” therapy. 
Los Angeles Times, Feb 13, 1972 


Harvey D. Lomas, M.D. 
Los Angeles, Calif. 


Editor’s Note: Neither the Association nor the 
Journal has severed its ties with psychoanalysis, 
which we consider an essential part of psychiatry. 
However, the Journal can only select from among 
the articles submitted to it. There is no embargo on 
psychoanalytic articles; they are apparently, for 
the most part, going to psychoanalytic journals. 


Effects of Posture on Thinking 


Siz: Can yeu tell me if there have been studies 
on the physiological effects of posture on cerebra- 
tion? Was it a coincidence that Freud used the re- 
clining, supine position of the couch for free associ- 
ation? The fantasy effect of cloud watching in the 
supine positicn suggests a similar looseness in 
thought control, passivity. The choice of a sitting 
position, i.e., that of the statue “The Thinker,” un- 
der whom one could place a commode, suggests 
controlled thought or aggression. 

If the thinking processes of the brain are so sen- 
sitive to increased fluid retention as to account for 
the periodic changes in thought and behavior of 
“premenstrual tension, what effect on cerebra- 
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tion does posture (i.e., the force of gravity) have 
on the vertical, as compared to the horizontal, 
position when one is either awake or asleep? Have 
there been any sleep studies done that compare 
sleep and dreaming when one is supine, prone, or 
lying in a position with the dominate side of the 
brain either up or down? Have there been any 
studies made with the body in Trendelenburg? 


W.V. HEMPEL, M.D. 
Alton, Ill. 


Sexual Behavior: Significant Changes 


Sir: In his editorial “Human Sexuality” (April 
1972 issue) Dr. Daniel Offer expressed the need for 
augmented research in the many facets of human 
sexual behavior. I agree wholeheartedly and hope 
that his suggestions will be taken up by researchers 
in the behavioral sciences in this country and else- 
where. At the same time, I would like to take issue 
with his view of the nature of the “sexual revolu- 
tion.” 


Dr. Offer stated that “findings from recent stud- 
ies ... have revealed little change in sexual behav- 
ior during the past two decades’ despite. the 
greater openness and candor with which society 
discusses human sexuality. I believe, to the con- 
trary, that there has been a significant change in 
sexual behavior. The recent report of the Commis- 
sion on Population Growth and the American Fu- 
ture (1) cited a study of a representative sample of 
unmarried women. It pointed out that 44 percent 
of the unmarried 19-year-old women had had 
premarital sexual intercourse. In contrast, Kinsey 
and associates(2) found that only 20 percent 
of unmarried women age 20 had had premari- 
tal coitus. Similarly, studies by Christenson and 
Gregg (3) have shown an increase in premarital 
coitus (between a sample studied in 1958 and an- 
other sample studied in 1968) among unmarried 
women from three different backgrounds: Mor- 
mon, Midwestern, and Danish. 

In defense of his argument that no significant 
changes in sexual behavior have occurred, Offer 
cited the unpublished studies of Simon, Gagnon, 
and Carns. Unfortunately for his argument, these 
workers now feel that there Aas been an increase in 
premarital coitus among unmarried college 
women, although when the data are corrected for 
the age of marriage, the increase is less striking. 
This is also borne out by a number of other pub- 
lished and unpublished studies of college women. 


While there have been more profound changes in 
attitudes than in behavior, there has, nevertheless, 
also been a significant change in behavior. This 
should serve only to strengthen Offer’s persuasive 
arguments for additional research into the nature 
of the changes and their implications. 
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The references are: 


1. Commission on Population Growth and the Ameri- 
can Future: Report of the Commission on Popu- 
lation Growth and the American Future. Washing- 
ton, DC, US Government Printing Office, 1972 

2. Kinsey AC, Pomeroy WB, Martin CE, et al: Sexual 
Behavior in the Human Female. Philadelphia, WB 
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Saunders, 1953, p 286 

3. Christenson HT, Gregg CF: Changing sex norms tn 
America and Scandinavia. Journal of Marriage and 
the Family 32:616-627, 1970 


HAROLD I. Lier, M.D. 
Philadelphia, Pa. 
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New Horizon ror PSYCHOTHERAPY: AUTONOMY AS A 
. Proression. Edited by Robert R. Holt, Ph.D. New 
York: International Universities Press, 1971, 
411 pp., $15. 


This is a most important book. It deals with the 
planning and structuring of mental health services, 
particularly psychotherapy. Such plans will have 
substantial effect on the future of the psychiatric 
profession. In the last two decades it has become 
abundantly clear that mental health needs could 
not be met by the existing cadres of professionals, 
either inside or outside a hospital. Inevitably, as 
our medical resources proved to be insufficient and 
ineffective, nonmedical professionals whose areas 
of concern are with the mentally disabled have 
moved in to fill these needs. The book deals with 
this question and makes a convincing presentation 
of the feasitility and necessity for developing a new 
profession cf psychotherapy. 

Dr. Robert Holt has done an excellent job of 
editing and summarizing the papers that were 
presented at a conference held in 1963 to explore 
this question. He not only ties the various contribu- 
tions into an integrated volume, but also presents, 
in a masterful way, the problem and an appraisal 
of the varicus proposals offered. This section can 
be read by itself and makes this book a necessary 
addition to the libraries of all social scientists con- 
cerned with human services. 

There was general agreement among the partici- 
pants at the conference that full medical training is 
not essential for the practice of psychotherapy, but 
that some healing orientation is essential. The 
questions oi how, where, and when such training 
would take place can be resolved once the concept 
of such a new profession is accepted and a group of 
interested and energetic interdisciplinary educators 
join to achive that purpose. The conference par- 
ticipants agreed that the need is present and that 
such a project can be pursued. The master archi- 
tect, Lawrence Kubie, proposed a model that was 
the focus of the conference. 

This issue seems not te be debatable any longer, 
and we should proceed to inaugurate several such 
programs. However, there are still questions to be 
answered. What is the definition and scope of psy- 
chotherapy? What are its boundaries in theoretical, 
legal, and practical terms? Does it differ fram psy- 
choanalysis, guidance counseling, pastoral coun- 
seling, and a host of other interventions? 

Dr. Holt and the contributors to this volume 
maintain that there are valid distinctions between 
psychotherapy and psychoanalysis which are taken 
for granted. However, the definitions are so loose 
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and vague that they are operationally useless. In 
fact, these individuals also make distinctions 
within psychoanalysis, such as psychoanalytic psy- 
chotherepy and intensive psychotherapy (viz., on 
page 230 Dr. Rubinfine distinguishes “some form 
of expressive intensive psychotherapy not neces- 
sarily called classical psychoanalysis’). Such dis- 
tinctions imply varying degrees of intensity and 
depth of movement, conveying the notion that 
some are more basic and causally directed while 
others are more superficial and symptom oriented. 

Those distinctions create a hierarchy of treat- 
ment techniques ranging from the most basic 
(more curative) to the least intensive (only support- 
ive). This hierarchy is transferred to the prac- 
titioners so that the psychoanalyst is viewed as 
causally oriented and therefore potentially cura- 
tive, while the psychotherapist is viewed as being 
essentially engaged in holding procedures of reas- 
surance and support. Dr. Holt unfortunately main- 
tains these distinctions, singling out psychoanalysis 
as if it were sacrosanct and impregnable and the 
standard against which all forms of psychody- 
namic training should be modeled and compared. 

This point of view is unfortunate and may ac- 
tually be the most obstructive issue in developing a 
new protession. A variety of modalities and thera- 
peutic techniques may be used without imposing 
an aristocracy on a particular technique or prac- 
titioner. Some techniques require additional train- 
ing without necessarily implying greater integrity 
or healing capacity. Unfortunately, this view is 
widespread among the organizers and planners of 
this new profession. 

The conference participants agreed that psycho- 
dynamic principles for understanding human be- 
havior must be part of such a training- program. 
However, the supporting theoretical structures, 
such as libido and instinct theory, and the thera- 
peutic techniques that are derived from these hy- 
potheses must be taught only as another theory of 
personality along with the diversity of views re- 
garding what constitutes the basis for human de- 
velopment and functioning. Traditional psychoan- 
alytic views are not more valid or sacrosanct, even 
though they were the revolutionary forerunners of 
all psychodynamic theory. Psychoanalysis is not a 
higher or deeper form of therapy. A psychoanalyst 
represents a highly trained psychotherapist. Psy- 
chotherapy should be the overall umbrella under 
which a large number of techniques is applied to 
alter behavior and modify character structure. 

It might be better if the term psychoanalyst were 
dropped completely in favor of “psychotherapist,” 
even though psychoanalysis would remain as a 
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name for the enormous contribution of such theo- 
rists and therapists. There will be good and bad 
therapists, intuitive and introspective ones, who 
use the tools of free association, dream analysis, 
and other devices to illuminate the out-of-aware- 
ness mental states. Some will be very effective and 
skillful and others ineffective and clumsy. How- 
ever, there should not be a hierarchy of profes- 
sional status ranging from the psychoanalyst to the 
mental health worker, except in terms of training, 
experience, and competence and not in the particu- 
lar techniques they employ. Different problems re- 
quire different prescriptions, but all should use 
healers from the same pool of professionals. 
Consequently, we should plan for the ultimate 
demise of psychoanalytic institutes as training cen- 
ters if we conceive of this new profession coming 
into being. Some students in psychotherapy train- 
ing may wish to learn the intricacies of classical 
psychoanalysis and apply it to research or other 
purposes. Provision should be made for this track. 


- The long, detailed, and intensive relationship in a 


dyad can still be the source of tremendous under- 
standing of the psychology of man and should be 
supported and encouraged. But I believe that oper- 
ationally psychoanalytic therapy is not essentially 
different from any other form of psychotherapy ex- 
cept for the strict application of certain technical 
principles. While the application of these principles 
has produced many significant understandings of 
man, there is no evidence that psychoanalysis is the 
only or the best way to achieve such results. 

A new profession should use these insights with- 
out establishing first- or second-class practitioners, 
depending upon the technique they employ. As 
such, they could make a gigantic leap toward the 
scientific exploration of the therapeutic process 
without prejudice and preconceptions based on 
status and power. Such a profession would be most 
effective in overcoming the quackery and excesses 
in the healing profession and would be a growing 
source of supply of practitioners. 


LEON SALZMAN, M.D. 
Bronx, N.Y. 


BIOCHEMISTRY, SCHIZOPHRENIAS, AND AFFECTIVE 
[tunesses. Edited by Harold E. Himwich, M.D. 
Baltimore: Williams & Wilkins Co., 1970, 469 
pp., $18.75. 


Interest in the neurochemical: bases of behavior 
has been growing rapidly, with the most marked 
development resulting from the influx of phar- 
macologists, endocrinologists, and even molecular 
biologists into the area of the neurosciences. The 
clinical implications of this basic science work 
have only begun to-be felt, and they have generally 
been restricted to the natural “bridge” areas such 
as psychopharmacology. Studies using psychoac- 
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tive drugs and precursors of brain neurotransmit- 
ters such as L-dopa have suggested that man’s 
mood, motor activity, and memory are alterable in 
an understandable fashion, with the changes paral- 
leling the effects of such drugs on animals. 

Despite this increased informatior, there is still 
only sparse evidence that any of the mood, motor, 
or cognitive changes which occur in the major psy- 
choses are the direct result of altered neurochem- 
istry. Hypotheses abound and models are being 
modified, but it remains to be seen whether there 
will emerge a more definite link between siochem- 
istry and the psychoses than the uncertain con- _ 
nection represented by the commas in the title of 
this book. 

Some aspects of the present state of knowledge 
are examined in 15 reviews of biological studies 
and hypotheses relevant to schizophrenia and the 
affective disorders. Biogenic amime-related re- 
search receives the most intensive coverage (six 
chapters). Investigations of the immunoglobulin 
question in schizophrenia and of steroid, electro- 
lyte, and carbohydrate changes in the psychoses 
are more briefly reviewed. There are also one- 
chapter reviews of psychotomimetic agents, the pe- 
riodic psychoses, and psychoses associated with 
other illnesses. 

The reviews are generally up-to-date, well refer- 
enced, and compiled by researchers closely iderti- 
fied with their subjects. Although a few chapters 
take the form of an apologia for a particular point 
of view, most of the reviews are well-balanced 
blends of the individual’s research examined in the 
perspective of other studies. However, the psy- 
chodynamically inclined or even eclectic reader 
should be aware that little heed is paid to any is- 
sues beyond the biological. There are no attemots 
toward integration of the biological events with 
psychosocial or other phenomena in the psychoses. 

The book’s main value is in bringing together 
current and dominant research approaches in the 
biology of psychotic behavior. While several of the 
reviews are simply shortened versions of previously 
published reports, their availability in this volume 
in juxtaposition with other data is a convenience to 
the reader interested in comparing the various 
theories. I recommend the bcok as a reasonable 
appraisal of the strengths and weaknesses of recent 
studies in biological psychiatry. 


DENNIS L. Murpuy, M.D. 
Bethesda, Md. 


Y OUTH AND Dissent: Tue R ISE OF A New OPPOSITION. 
By Kenneth Keniston, Ph.D. New York: Harcourt 
Brace Jovanovich, 1971, 403 pp., $9.95. 


The volume under review consists of 19 separate 
articles written by Dr. Keniston between 1960 and 
1971. Each article ts introduced by the author in a 
short paragraph in which he shares with the reader 
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what he thinks now (in 1971) of what he has writ- 
ten previousiy. The book contains articles on 
alienated youth, radica} youth, drug users, drop- 


outs, the functions of the university, American 


society, and tie counter culture, among others. 

In my opinion the best article is the first, titled 
“Youth as a Stage of Life.” In’ it Keniston 
proposes that “we are witnessing today the emer- 
gence, on a mass scale, of a previously unrecog- 
nized stage ol life, a stage that intervenes between 
adolescence and adulthood” (p. 7). Keniston 
believes that this new stage is responsible for the 
college student’s questioning of his relationship 
between self and society. It is a psychological stage 


in which the young adult decides on his more last- 


ing commitments. The idea is novel and opens new 
vistas for understanding our youth. 

Keniston does not explain in this book the tasks, 
conflicts, and potential psychopathology of this 
new stage. Radical youth is not discussed in histor- 
ical context, summarizing the available literature 
and pointing to the promise and the pitfalls of the 
“rise of the new opposition.” If the reader has any 
such expectations he will be disappointed. What he 
will find instzad is a subjective (not clinical) de- 
scription of dissident youth, a description full of 
clichés and the creation of straw men (e.g., 
quoting Martha Mitchell as an “authority” on 
p. 353). 

I missed the clinical richness found in Keniston’s 
first book, The Uncommitted (1). In Youth and 
Dissent young radicals, on the whole, are seen as 
wonderful people who are idealistic, strong, and 
mentally healthy and who have the potential for 
saving us all. It seems that Keniston was not able 
to develop th2 necessary distance from his subjects 
so that he cculd observe both their strengths and 
their weaknesses. At times one gets the impression 
that although Keniston pays lip service to psy- 
chopathology, he really does not investigate the 
possibility that psychopathology may exist in the 
majority of his subjects (who include drug users, 
dropouts, and alienated youth). Many, if not most, 
of their problems are blamed on “the system.” The 
book refiects exactly what Keniston states he 
wanted it to reflect: his sympathy and identifica- 
tion with the opposition (p. xi). 

Finally, the book has no references or index, and 
there are many theories and observations that are 
repeated, unchanged, in three or four different ar- 
ticles. The 19 different pieces do not provide an in- 
tegrated or coherent statement on dissident youth. 
As a scholarly treatise, a clinical study, or psy- 
chosocial obszrvation, the book fails. 


The reference is: 


l. Keniston k: The Uncommitted: Alienated Youth in 
~ American Society. New York, Harcourt, Brace & 
World, 1955 
DANIEL OFFER, M.D. 
Chicago, HI. 
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ABORTION AND THE Unwantep CuiLp. By the 
California Committee on Therapeutic Abortion, 
edited by Carl Reiterman. New York: Springer’ 
Publishing Co., 1971, 175 pp., $7.50. 


Abortion and the Unwanted Child provides a 
summary account in the form of a series of papers 
by distinguished contributors against anti-abortion 
laws, supported by statistical and sociological 
facts, together with compelling psychological con- 
siderations. Limitation of space permits me to 
briefly comment on only some of the contributions. 

Professor Garrett Hardin presents arguments in 
favor of abortion for the sake of the child, and he 
examines motivations that lead a woman into 
pregnancy. His stress is upon conscious (often cal- 
culating) factors, rather than on the unconscious 
ones, which are not easy to determine upon a cur- 
sory inspection of the given case. A question raised 
by implication in Professor Hardin’s paper, as well 
as in some of the others, is the extent to which 
there is any connection between the sexual drive 
and the wish to have a child. (We would certainly 
doubt if it were conscious.) 

The compelling point that .Professor Hardin 
raises is whether a woman has the ability to ade- 
quately mother a child. This will depend primarily 
upon her emotional state, i.e., in a word, whether 
she possesses what I would term “maternal endow- 
ment.” It may be defined in many ways, but per- 
haps best by Anna Freud and the child analysts, in 
terms of a mother’s ability to effect a positive ob- 
ject-relationship with her child. One conclusion 
from this paper is that if bearing children were 
based upon emotional adequacy, there would be no 
overpopulation problem. 

Dr. Edmund Overstreet, of the Department of 
Obstetrics and Gynecology of the University of 
California Medical Center, writes on “California’s 
Abortion Law—A Second Look.” This most in- 
formative article deals with the consequences and 
implications of California’s abortion law. The 
point that Dr. Overstreet emphasizes is that al- 
though California’s recent Therapeutic Abortion 
Act has resulted in a greater number of abortions, 
it has also resulted in a marked decline in abortion- 
related maternal deaths. This is due to a decrease 
in criminal abortions performed under conditions 
that result in infection and complications. 


In her article on the “Grounds for Legal Chal- 
lenge” of anti-abortion laws, Norma Zarky of the 
Beverly Hills Bar Association questions the legal- 
ity of state abortion statutes for their failure to ac- 
cede to a woman’s right to determine the number 
of her offspring. Ms. Zarky believes that anti-abor- 
tion laws may be challenged on the grounds that 
they restrict a physician from ‘‘the proper practice 
of medicine.” She holds that there is no valid argu- 
ment that any state interest would be compromised 
if restrictions upon abortion were lifted. 
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Dr. Sally Provence of the Yale Child Study Cen- 
ter cites vignettes from cases of unwanted children. 
If a generalization can be made from this material, 
it may be said that an unwanted pregnancy casts 
doubts upon the mother’s ability to relate to the 
prospective child. Dr. Provence is an experienced 
child psychiatrist who has been confronted for a 
number of years with a wealth of data on emotion- 
ally disturbed children. 

Dr. E. James Lieberman, a psychiatrist in the 
field of public health, documents the difficulties of 
child rearing and the neglect attendant upon that 
task. He advocates “informed consent” as a pre- 
requisite for parenthood, which means that 
“couples be told whatever is known about their 
chances to produce and rear a healthy child.” I do 
not believe, however, that “the more education, the 
better” is an adequate prescription fer parenthood. 
As I said in an article published in this journal (1), 
the concept of planned parenthood is confusing, if 
not meaningless. It makes more sense to speak 
about the “planned conditions” for parenthood. 
This concept implies that a woman is emotionally 
able to effect a positive relationship with her child, 
which is not a matter of education but rather of 
emotional maturity. 

I think that Dr. Lieberman’s remarks on the ex- 
tent of a pregnant woman’s ambivalence are well 
taken. The degree of her ambivalence may serve as 
a criterion for a decision in regard to an abortion; 
and if it is marked, too much may be left to 
chance in regard to her fitness for motherhood. 

Former Senator Maurine Neuberger quotes the 
commonsense remark of an obstetrician, who de- 
clared that he never performed an abortion that 
did not benefit the woman and went on to say that 
he didn’t believe an abortion makes a woman 
neurotic, but that an unwanted pregnancy does. To 
be more accurate we should say that an unwanted 
pregnancy may be symptomatic of a neurosis, but 
never causal. Ms. Neuberger concludes with a 
statement that might well commend her for elec- 
tion if she should decide to run for office again: 
“What we want is the right for a woman to have an 
abortion on request; the right to have a life in 
which she can bear wanted children. In the last 
analysis it is the right of a woman to decide, and is 
a private matter between herself and her doctor. 
Let’s not have any more committees!” 


The last paper is a short conclusion by the editor 
on ‘Unwanted Children.” The crux of the problem 
in regard to abortion is that bearing a child should 
be a woman’s free choice, not subject to inner com- 
pulsion or to external coercion. 


There are a few obvious conclusions to be drawn. 


from this collection of short papers. The salient 
points in favor of repeal of anti-abortion laws are: 
1) that they do not take cognizance of whether a 
child is wanted; 2) that abortion ts one of the neces- 
sary measures to be taken at present for effective 
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population cortrol; and 3) that abortion may at 
times be the last resort or sole means 2f protecting 
the physical and mental well-being of the woman. 
Finally, | would like to make an appeal that I bz- 
lieve the contributors to this book would concur 
with: that the future quality of our species may dz- 
pend upon enlightenment governing our attitude 
toward abortion. 


The reference is: 


{. Aarons ZA: Therapeutic abortion and the psychi- 
atrist. Amer J Psychiat 124: 745-753, 1967 


Z. ALEXANDER AARONS, M.D. 
Walnut Creek, Calif. 


Frevup, J UNG, AND OCCULTISM. By Nandor Fodor. 
New York: Lyle Stuart, 1972, 272 pp., $7.95. 


This book provokes mixed reactions. On the one 
hand, Dr. Fodor’s brisk summary of the views of 
Freud and Jung on the occult proves fascinating 
reading. We ar2 indebted to the late author, a psy- 
choanalyst knewn for his interest in birth trauma 
and in parapsychology, for a handy guide to the 
thinking of Freud and Jung on such disparate and 
engaging subjects as premonitions,. poltergeists, 
telepathy, life after death, and the existence of 
spirits. The author’s style is provocative, and the 
broad overview he provides makes for swift read- 
ing and easy acquaintance with an obscure subject 
matter. 

On the other hand, the author’s journalistic ap- 
proach to Jung and Freud (chapter titles include 
“Traitor —to Whom?” and “The First Time Jung 
Died”) exposes his book to the limitations of that 
method: superficiality, inaccuracy, and incomplete 
presentation of ideas. Footnote references are 
contained within the text, which makes tham hard 
to find if the reader wants to go back and look 
something up. Very often Dr. Fodor’s reactions are 
made more important than what elicits them. One 


comes away w:th vivid impressions of Dr. Fodor’s 


feelings about Freud’s and Jung’s ideas of psychic 
participation, for example, but only hazy notions 
of what Freud or Jung said. It is clear that Dr. 
Fodor was a lively, intuitive, genial man who was 
caught up with supernormal phenomena and was 
unwilling to foreclose debate on their meaning. He 
was not necessarily a trustworthy reporter of other 
men’s attitudes, however. . 

Dr. Fodor clearly favored Freud’s cool-headed 
skepticism toward the occult over Jung’s explosive 
contact with the world of the uncanny. Yet Dr. 
Fodor devotes more pages to Jung’s experiences 
and painstaking research into the occult than he 
does to Freud’s work in the field, thus implying 
that of the two giants Jung has more to teach us 
about the worid of vision, apparition, and life be- 
yond the space-time dimensions. 
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Dr. Fodor leaves us with the impression that 
Freud fearez the world of parapsychology, that he 
was curious about it but preferred finally to trans- 
late its irrat.onal phenomena into the more man- 
ageable terms of rational explanation. Thus tele- 
pathic phenamena could be explained as delusory 
memory—or the confusion of fantasy with reality 
(p. 132). Premonitions of disaster could be ex- 
plained as masked expressions of envy (p. 62) or of 
aggression (p. 67). Even though Dr. Fodor indulges 
in wild distortions of some of Jung’s views (for 
example, on The Tibetan Book of the Dead |p. 
159]), he dogs present Jung as a man courageously 
trying to examine the psychic meaning of the oc- 
cult. 

In {919 Jung viewed the manifestation of spirits 
as unconscious autonomous complexes that are 
exteriorized through projection. After almost 30 
years of observing the human psyche, however, 
Jung concluded in 1947 that the psychological ap- 
proach did not do full justice to parapsychological 
phenomena. He did not endorse spiritualist beliefs, 
but he left as an open question the existence and 
nature ofa reality that exists beyond the psyche. 

Although Freud was made uncomfortable by so- 
called occult phenomena, like Jung (and William 
James before him) he could not simply dismiss 
these manifestations. Dr. Fodor’s book, for all its 
limitations, serves the useful purpose of making 
one reexamine what the founding fathers of depth 
psychology had to say about the important subject 
of parapsychology. The book includes an excellent 
appendix by Aniéla Jaffe, Jung’s longtime secre- 
tary and disciple. 


ANN BELFORD ULaNnovy, Tu.D. 
New York, N.Y. 


COUNSELING PARENTS OF THE ILL AND THE HANDI- 
CAPPED. Edited by Robert L. Noland. Spring- 
field, IH.: Charles C Thomas, 1971, 599 pp., 
$15.75. 


Time magazine once quoted operatic star Bev- 
erly Sills, wko has a deaf daughter and a mentally 
retarded son, as saying: “The first question vou ask 
is a self-pitying ‘Why me?’ Then it changes to a 
much bigger ‘Why them?’ It makes a whole differ- 
ence in your attitude” (1). Readers are not told 
whether Miss Sills achieved this admirable trans- 
formation through her own searching and growth 
or through professional help. We do know, how- 
ever, that most parents of handicapped children 
need, often desperately. the help of a knowl- 
edgeable and trained person. 

Dr. Noland has compiled and edited this book in 
order to provide a source for those in the helping 
professions who will be called on in these situ- 
ations. The book, which consists of 55 papers 
drawn from 34 journals, covers such disabilities as 
mental retardation, epilepsy, cerebral palsy, speech 
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inpairments (including stuttering and cleft palate), 
hearing and visual defects, cardiac, diabetic, hemo- 
philiac, and asthmatic handicaps, and severe and 
terminal illnesses such as leukemia. An opening 
section deals with counseling techniques and the 
value of group processes; a closing section deals 
with genetic counseling. 

Dr. Noland is correct in emphasizing that the 
parents’ attitudes are often as important as the 
child’s, if not more so, in determining the outcome 
of treatment; that the crisis may jeopardize paren- 
tal family adjustment; and that competent help im- 
plies that all relationships (child-parent, parent- 
parent, and parent-family) must be considered. 

A collection of papers inevitably leads to an un- 
evenness of quality and depth, hence this book 
ranges from brief and superficial generality to 
carefully designed clinical investigation. However, 
it satisfactorily covers the broad range of adapta- 
tions and maladaptations, guilt, resentment, de- 
nial, and a host of other reactions to the child’s 
disability and illness. Dr. Noland’s book provides 
a source of considerable practical wisdom and 
knowledge; it is most welcome. 


The reference is: 


l. Beverly Sills: the fastest voice alive. Time, Novem- 
ber 22, 1971, pp 74-76 


SAUL H. FISHER, M.D. 
New York, N.Y. 


Tue Sxysacker. By David G. Hubbard, M.D. New 
York: Macmillan Co., 1971, 262 pp., $5.95. 


Dr. Hubbard, a member of the American Psy- 
chiatric Association, has made an individual psy- 
chiatric study of a number of airplane hijackers. 
He finds that typically, they are sexually inade- 
quate men who had violent, often alcoholic 
fathers, and mothers who were frequently religious 
zealots. In general, these hijackers were failures in 
life. Dr. Hubbard attaches much importance to the 
physiologic and psychologic components of the 
sense of balance, seeing infancy as a period of 
struggle against the forces of gravity, attaching 
importance to the primitive desire to be as free as 
birds, noticing that psychotic minds are often de- 
scribed as “unbalanced,” and suggesting that the 
semicircular canals, which are important in keep- 
ing us in balance, may be physiologically disturbed 
among the airplane hijackers, or, as he prefers to 
call them, “‘skyjackers.”’ 

So manv of the skyjackers were sexually inade- 
quate that Dr. Hubbard thinks of the plane as a 
phallic symbol and notes how often stewardesses 
are the first target of the skyjacker, visualizing the 
whole experience as a kind of symbolic rape. He 
downgrades the political factor and the nominal 
quest for asylum. But since so many of his subjects 
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were failures, he sees the hijacking as “‘a reversal of 
the downward plunge of their lives.” 

Since hostility to the Establishment is one of the 
facts of modern life, the author visualizes a hi- 
jack attempt as an exciting form of anti- 
establishmentarianism as well as, in his words, “a 
re-enactment of the previous resolution of the 
Oedipus conflict crossing the hostile barrier be- 
tween father and mother.” He notes that passen- 
gers are generally passive during the excitement 
and attributes this not to fear of being injured, but 
to self-dramatization at being part of a history- 
making event, in additian to some satisfaction at 
seeing the forces of the Establishment getting their 
comeuppance. 

The author finds a distinct chronologic rela- 
tionship between news of space events (such as 
moon landings or sending satellites into orbit) and 
the frequency of skyjacking, and he recommends 
immediate return of skyjackers, their prompt 
hospitalization (for study), and broadcasting the 
fact that most plane hijackers are sexually inade- 
quate and failures in life. 

The presentation is interesting, and psychiatrists 
called on to examine skyjackers will find some 
thought-provoking pointers here. In the single case 
I handled, it was certainly true that I found a man 
who fitted the psychodynamic profile described by 
Dr. Hubbard. He was a failure in life, and his wife 
had left him. He threatened to disfigure the 
stewardess if she denied him access to the pilot. He 
was also a classic manic-depressive in a manic 
episode. 

In jurisdictions that use the M’Naghten rule, a 
defendant with this condition probably does 
“know” that hijacking is wrong. In some of the 
federal courts, where the rule requires that de- 
fendants possess “substantial capacity to appre- 
ciate the criminality of their conduct,” it can be 
said in clear conscience that such a person has 
some, but not “substantial” capacity and that he 
knows that the act is wrong, but that he does not 
“appreciate” it. Psychiatric study in an individual 
case should also address itself to the question of 
the defendant’s competency to stand trial, to ad- 
vise counsel, and to understand the trial procedure. 

The book may be a bit too theoretical and, at 
times, preciously psychodynamic for most profes- 
sional readers, but it is an unusual presentation of 
a troublesome problem well worth reading. 


HENRY A. Davipson, M.D. 
East Orange, N.J. 


Becoming AN Unwep MOTHER: ÀA SOCIOLOGICAL 
Account. By Prudence Mors Rains, Ph.D. Chi- 
cago: Aldine-Atherton, 1971, 202 pp., $6.95. 


The problems of unwed pregnant females have’ 
long been a matter of professional concern because 
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of their wide-reaching moral, social, physical, and 
emotional impact on individuals and on tke insti- 
tutions of our society. This sociological! account by 
Prudence Mors Rains of some of the many differ- 
ent aspects attached to becoming an unwed mother 
is an interesting contribution to the body of litera- 
ture on this subject. The descriptive and phe- 
nomenological approach is presented in a clear and 
concise manner so that its value extends bevond its 
sociological format. Regardless of professional 
discipline, readers of this work should be able to 
apply some of the insights that emerge from the 
comments of these unwed pregnant females who 
are the subject of this study. 

The substance of the book consists of a series of 
recorded statements and observations fram two 
programs for young, unwed pregnant females: one, 
a well-staffed private residential maternity home 
located in a residential area of a large city in the 
East and serving a predominantly middle-class, 
white clientele, and the other, a small, minimally 
staffed, temporary “pilot”? day school for unwed 
mothers located in the black ghetto of a large city 
in the Midwest and serving young black girls. 
Other portions of the book are devoted to concepts 
rooted in the ideology and semantics o7 the field of 
sociology. These sections contain many broad 
statements with assumptions of cause and effect 
without adequate verification or documentation. 

However, the principal thrust of the book re- 
mains invested in the attitudes and interactions of 
the pregnant girls and the staffs that were serving 
them. It is here that the many dimensions of the 
problems emerge. The author devotes most of her 
comments to the impact of events on the pregnant 
girls. However, the content of the recorded ma- 
terial goes muck: beyond this in its reflection of the 
mores and attitudes of society toward the problem 
of the unwed pregnant female. Tne bias of both the 
community and of the professionals representing 
the community are recorded clearly across the 
pages of this book. 

Several surprising and perhaps critical omis- 
sions rob this book of its full potential. The first is 
a failure to identify the factors that led these par- 
ticular unwed pregnant females to choose moth- 
erhood rather than abortion or marriage, the only 
other alternatives proposed by the author. This 
failure limits and narrows the perspective of the 
research by oversimplifying the ccmplex and 
multidetermined motivations leading unwed preg- 
nant females toward motherhood. 

The second omission is identified by the author, 
and her explanation reveals a strange and inade- 
quately explained prejudice within her research, 
supposedly rooted in the scientific method. Both 
groups of unwed pregnant females were delivered 
of their children in medical facilities away from the 
described programs. All the recorded cbservations 
were made prior to or following this critical mo- 
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ment of pregnancy because Dr. Rains felt that any 
contact with the pregnant females at this time rep- 
resented an intrusion on their privacy. All re- 
search of human behavior should be recognized as 

‘an intrusion on privacy. Such an awareness would 
result in more clearly defined research anc perhaps 
less prejudicial reporting of observations. In this 
instance, this acknowledged omission challenges 
the scientific accuracy of the other observations on 
these unwed pregnant females. 


SoL NICHTERN, M.D. 
New York, N.Y. 


Humanistic PSYCHIATRY: From Oppression TO 
Cuoice. By Roy D. Waldman, M.D. New Bruns- 
wick, N.J; Rutgers University Press, 1971, 
164 pp., $6. 


This is a slight volume, which makes one wonder 
whether existential works can be reviewed or only 
read. The book provides the reader with a number 
of impressions that are difficult to reduce to spe- 
cifics, due in part to the author’s failure to define 
existential terms even though these terms are cru- 
cial to the understanding of the book’s contents. 

For example, the word “Other,” whether capi- 
talized or not, seems to be used in various ways. A 
child is said to develop a sense of self-esteem from 
the attitude the “other” has toward him; and the 
oedipal situation is credited with providing the 
child with the awareness that no task may be ac- 
complished without heed to the opinion of the 
“Other.” The frequent reference to this term in the 
case history is of little relevance to the uninitiated 
reader, e.g., “*... she has sown the seeds in the gar- 
den of the Other...” and “Unwilling to say no to 
the Other she accomplishes this intent through her 
dizziness.” 

The author feels that uses, ends, and meanings, 
rather than causes and mechanisms, are basic to 
the comprehension of individual and collective lev- 
els of conduct. Oppression, on the other hand, re- 
flects the insecurity of man’s life rather than an 
evil, instinctual nature. An instinct becomes, then, 
not an unalterable fact, but “a mere artifact of a 
particular human situation.” And the oedipal 
event is refreshingly seen as a transitional phase 
during which the child is converted from a biologi- 
cal creature to a symbolic actor. Mental illness is 


defined as “*... simply one of man’s many choices 
by which he eschews the task of freedom, truth and 
responsibility. ...” This choice is, in turn, inter- 


preted as being comprehensible only in view of the 
total life situation. 

This brief work includes a clearly stated, well- 
written chapter on “‘The Self,” as well as others on 
“Fundamentals of Existence,” “Neurosis in So- 
ciety and Man,” “Existential Dimension,” “‘Free- 
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dom and Humanistic Psychotherapy,” “Commu- 
nity and Faith,” and “Human Conduct: Medicine 
or Morality.” All in all, the book is quite readable, 
which is unusual in literature on this subject. 


JACKSON A. SMITH, M.D. 
Maywood, Ill. 


Tue PSYCHODYNAMIC IMPLICATIONS OF THE Puysio- 
LOGICAL Stupies ON PsycHomimetic Druss. Edited 
by Leo Madow, M.D., and Laurence H. Snow, 
M.D. Springfield, Ili.: Charles C Thomas, 1971, 
81 pp., $7.75. 


This volume contains the papers presented at a 
symposium at the Medical College of Pennsylva- 
nia. In the introduction Dr. Leo Madow points up 
the purpose of this book as an effort to provide an 
understanding of the basic psychological consider- 
ations for the burgeoning use of psychomimetic 
drugs and of the best therapeutic approach for the 
drug users. In the preface Dr. Snow comments suc- 
cinctly, “We speak not of drug users but of drug 
abusers.” He thus sets the stage for the five chap- 
ters, all written by well-qualified, experienced in- 
vestigators and clinicians. 

The chapters cover the psychological effects of 
psychomimetic agents, the assessment of LSD 
treatment efficacy, the marijuana question, and the 
psychodynamics of the drug experience and drug 
choice. Initially Dr. Sidney Cohen presents a most 
lucid, graphic picture of the LSD “good trip.” Dr. 
Arnold Ludwig then points out that “the evidence 
for the efficiency of these agents is definitely in- 
conclusive.” Dr. Laurence Snow indicates a san- 
guine bias toward marijuana use, but offers incon- 
sistent statements about untoward side effects of 
the drug. 

Dr. Mortimer Ostow places emphasis upon the 
drug experiences resulting in primary process 
thinking and postulates that regression is facil- 
itated through temporal lobe mechanisms. 

In the final chapter Dr. William Frosch dis- 
cusses the uniformity of individuals involved in 
drug abuse. They are orally demanding and have 
impaired object relations and problems of passivity 
and aggression. Dr. Frosch quotes Rado as saying, 
“Not the toxic agent, but the impulse to use it 
makes an addict of a given individual.” 

The editors and their contributors have achieved 
their goal of providing considerable understanding 
of basic emotional factors involved in the wide- 
spread use of psychomimetic drugs. They have also 
provided excellent descriptions of the phenome- 
nology of hallucinogenic drug use. However, they 
offer little that is specifically directed toward more 
effective therapy of drug dependence. 


` MANUEL M. Pearson, M.D. 
Philadelphia, Pa. 
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Books Received 


The follawing books have been received; the 
courtesy of the sender is acknowledged by this list- 
ing. Books of particular interest to the readers of 
this journal will be reviewed as space permits. 


GRUPPENDYNAMIK DER KREATIVITÄT. By Giinter Am- 
mon. Berlin: Pinel-Publikationen, 1972, 122 pp., 
DM 8, 80 (paper). 


Passages: A Guine For Pitcrims OF THE Minp. By 
Marianne S. Andersen and Louis M. Savary. New 
York: Harver & Row, 1972, 221 pp., $4.95 


(paper). 


SCHIZOPHRENIA: À  PSYCHOPHARMACOLOGICAL AP- 
PROACH. By Thomas A. Ban, M.D. Springfield, I; 
Charles C Thomas, 1972, 122 pp., $12.75. 


Hatrway THROUGH THE TUNNEL. By Barry R. 
Berkey, M..D. New York: Philosophical Library, 
1972, 215 pp., $7.50. 


PERSONALITY CHANGES IN AGING: A LONGITUDINAL 
Stupy oF Community Resipents. By Joseph H. 
Britton anc Jean O. Britton. New York: Springer 
Publishing Co., 1972, 213 pp., $8.50. 


BEHAVIOR AND ADAPTATION IN Lare Lire (second 
printing). Edited by Ewald W. Busse, M.D., and 
Eric Pfeiffer, M.D. Boston: Little, Brown and 
Co., 1969, 383 pp., no price listed (paper). 


A Scream Away From Happiness. By Daniel 
Casriel, M.D. New York: Grosset & Dunlap, 
1972, 300 pp., $6.95. 


RELIGION May Be Hazarpous To Your HEALTH. 
By Ell S. Chesen, M.D. New York: Peter H. 
Wyden, 1972, 139 pp., $4.95. ) 


Women AND Mapness. By Phyllis Chesler, Ph.D. 
Garden City, N.Y.: Doubleday & Co., 1972, 353 
pp., $8.95. 


PSYCHOLOGICAL MEDICINE: AN INTRODUCTION TO 
PsycuiaTry, 7th ed. By Desmond Curran, C.B.E., 
M.B., D.P.M., Maurice Partridge, D.M., D.P.M., 
and Peter Storey, M.D., D.P.M. Baltimore: 
Williams & Wilkins Co., 1972, 428 pp., $11.50. 


METAMORPHOSIS OF A CRIMINAL. By Ed Edwards. 
New York: Hart Publishing Co., 1972, 438 pp., 
$5.95. 


. THE LEAVES OF SPRING: A STUDY IN THE DIALECTICS OF 
Mapyness. By Aaron Esterson. Baltimore: Penguin 
Books, 1972, 302 pp., $1.25 (paper). 


REFORM AT OSAWATOMIE State HospiraL: TREAT- 
MENT OF THE MENTALLY ILL, 1866-1970. By Lowell 
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Gish. Lawrence: University Press of Kansas, 
1972, 276 pp., $9.50. 


Tue Voice anpIts Disorpers, 3rd ed. By Margaret 
C.L. Greene. Philadelphia: J.B. Lippincott Co., 
1972, 445 pp., $19. 


CONCEPTUAL INDEX FOR PSYCHOANALYTIC TECHNIQUE 
AND TRAINING, VOL. 1: CODE; VOL. 2: ABREACTION TO 
EDUCATION AND TRAINING. Compiled and edited 
by Henry Harper Hart, M.D. Croton-on-Hudson, ` 
N.Y.: North River Press, 1972, 460 pp., $240 
(five-volume set). 


Psycuosurcery. Proceedings of the Second Inter- 
national Conference on Psychosurgery held in 
Copenhagen, Denmark. Edited by Edward Hitch- 
cock, Lauri Laitinen, M.D., and Kjeld Vaernet, 
M.D. Springfield, Ill.: Charles C Thomas, 1972, 
424 pp., $24.75. 


PsycnotueraPy. By Donald J. Holmes, M.D. 
Boston: Little, Brown and Co., 1972, 1,042 pp. 
$15. 


Benaviour MODIFICATION IN Socia, Work. By Derek 
Jehu, Pauline Hardiker, Margaret Yelloly, and 
Martin Shaw. New York: John Wiley & Sons, 
1972, 190 pp., $10.95. 


TRANSCULTURAL RESEARCH IN MENTAL HEALTH, VOL. 
II or Menta HEALTH RESEARCH IN ASIA AND THE 
Paciric. Edited by William P. Lebra. Honolu- 
lu: University Press of Hawaii, 1972, 423 pp., 
$14. 


MytHooey: SELecteD Reapincs. Edited by Pierre 
Maranda. Baltimore: Penguin Books, 1972, 309 
pp., $3.95 (paper). 


POWER AND INNOCENCE: A SEARCH FOR THE SOURCES 
oF VioLENcE. By Rollo May. New York: W.W. 
Norton & Co., 1972, 271 pp., $7.95. 


A System or Mepicat Hypnosis (reissue). By 
Ainslie Meares, M.D., D.P.M. New York: 
Julian Press, 1972, 474 pp., $15. 


CunicaL NeuropsycHoLocy. By Edgar Miller. 
Baltimore: Penguin Books, 1972, 146 pp., $2.85 
(paper). 


Tue Fourth FLIGHT or THE Starfire. By Edwin 
Mumford. Jericho, N.Y.: Exposition Press, 1972, 
48 pp., $4. 


SHAME AND GUILT: A PSYCHOANALYTIC AND A CUL- 
TURAL STUDY (1953). By Gerhart Piers and Milton 
B. Singer. New York: W.W. Norton & Co., 108 


pp., $1.95 (paper). 
PLAY AND DEVELOPMENT: A Symposium. Edited by 
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Maria W. Piers. New York: W.W. Norton & 
Co., 1972, 176 pp., $5.95. 


THE ADOLESCENT GAP: RESEARCH FINDINGS ON DRUG 
Using AND Non-Druc Usine Teerns. By Edward M. 
Scott, Ph.D. Springfield, Ill.: Charles C Thomas, 
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when a 
~tranquilized 
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drug-induced 
parkinsonism 
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...try adding AKINETON 


Extrapyramidal reactions, a frequent concom- 
itant of psychotherapeutic drug treatment, can 
sometimes be controlled by the reduction or 
discontinuation of tranquilizer dosage. 


But tranquilizer therapy can often be main- 
tained at therapeutic levels by adding Akine- 
ton to the drug regimen. In a recent study, 
Akineton relieved parkinsonian symptoms 
induced by high phenothiazine administration 
in all 49 patients studied and many of the 
patients remained symptom-free.! 


Another recent study, comparing Akineton 
with other leading medications used for the 
treatment of drug-induced reactions, confirms 
its effectiveness at low daily milligram dosage.2 
So if drug-induced parkinsonism threatens to 
interrupt tranquilizer therapy, you can stop 
tranquilizers, or . . . try adding Akineton. 


WARNINGS, PRECAUTIONS, ADVERSE REAC- 
TIONS: Isolated instances of mental confusion, 
euphoria, agitation and disturbed behavior 
in susceptible patients. Use with caution in 
manifest glaucoma, prostatism and cardiac 
arrhythmia. Dry mouth, blurred vision, drow- 
siness and a decrease in urinary flow ap- 
pear infrequently. If gastric irritation occurs, 
it may be avoided by administering during or 
after meals. With parenteral administration, 
mild transient postural hypotension may be 
evidenced. There are no known contraindica- 
tions. SUPPLIED: Tablets — 2 mg. (bisected) 
Akineton HCl. Ampules—1 ml. containing 
5 mg. Akineton lactate in an aqueous 1.4% 
sodium lactate solution. 


1. Lapolla, A. and Nash, L. R.: Current Therapeutic 
Research 7:536 (Sept.) 1965. 2. Sheppard, Č. and 
Merlis, S.: American Journal of Psychiatry 123:886 
(Jan.) 1967. 


AKINETON — 
(biperiden) 


KNOLL PHARMACEUTICAL COMPANY .: ORANGE, NEW JERSEY 07081 


ALSO AVAILABLE IN CANADA 


you can 





TABLETS: 0.5 mg, 1 mg, and 2 mg 
INJECTION: 1.0 mg/cc 


COGENTIN 


(BENZTROPINE MESYLATE|MSD) 


helps keep productive 
therapy from becoming 
counterproductive 


e Helps relieve rigidity and tremor 
e Provides long duration of action 
e Frequently permits continuation of 
the phenothiazine without 
change of dosage; 
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Contraindications: Children under three years of 
age; use cautiously in older children. 


Warnings: Safe use in pregnancy not established. 
May impair mental and/or physical abilities re- 
quired for performance of hazardous tasks. such 
as operating machinery or driving a motor 
vehicle. 

Precautions: Because of cumulative action, con- 
tinued supervision is advisable. Closely observe 
patients with tendencies to tachycardia or hypo- 
tension and those with prostatic nypertrophy. 
Dysuria may occur, but rarely becomes a prob- 
lem. Large doses may cause complaints of 
weakness and inability to move particular mus- 
cle groups, requiring cosage adjustment. 
Mental confusion and excitement may occur 
with large doses, or in susceptible patients; 
visual hallucinations reported occasionally. May 
intensify mental symptoms when used to treat 
extrapyramidal disorders due to CNS drugs, such 
as reserpine and phenothiazines, in patients 
with mental disorders; in such patients, in- 
creased doses of antiparkinsoniar drugs can 
precipitate toxic psychosis; observe patients 
carefully, especially at the beginning of treat- 
ment or if dosage is increased. Masking action 
on possible development of permanent extra- 
pyramidal symptoms with prolonged phenothia- 
zine therapy has not been investigated. Patients 
with a poor mental outlook are usually poor 
candidates for therapy. 

May produce anhidrosis; give with caution dur- 
ing hot weather, especially to the old, the 
chronically ill, the alcoholic, those who have 
central nervous system disease, those who do 
manual labor in a hot environment, and those 
with disturbances in sweating. If anhidrosis 
appears, reduce dosage so that abi ity to main- 
tain body heat equilibrium is not impaired. Oc- 
currence of glaucoma is a possibility; probably 
should not be used in angle-closure glaucoma. 
Large doses generally cannot be tolerated by 
older patients, thin patients, or patients with 
arteriosclerotic parkinsonism. Do not terminate 
other antiparkinsonism agents abruptly; reduce 
gradually. In drug-induced parkinsonism, closely 
observe patients for severe reactions, and tem- 
porarily discontinue COGENTIN (Benztropine 
Mesylate, MSD) if they appear; do not extend 
therapy longer than necessary to counteract the 
extrapyramidal disorders; although the psycho- 
tropic drug frequently can be continued without 
change of dosage, a decrease might be indicated. 


Adverse Reactions: Acverse reactions may be 
anticholinergic and/or antihisteminic. Dry 
mouth, blurred vision, nausea, nervousness may 
develop. If dry mouth causes difficulty in swal- 
lowing or speaking, or loss of appetite and 
weight, reduce dosage, or discontinue drug tem- 
porarily. Vomiting occurs infrequently and may 
be controlled by temporary discontinuation, fol- 
lowed by resumption at a lower dosage. Consti- 
pation, numbness of the fingers, istlessness, 
and depression may develop. Occasionally, an al- 
lergic reaction, e.g., skin rash, develops; some- 
times this can be controlled by reducing dosage, 
but occasionally requires discontinuation. 


Supplied: Tablets in three strengths: 0.5 mg and 
1 mg benztropine mesylate, in bottles of 100, 
and 2 mg benztropine mesylate, in bottles of 
100 and 1000. Injection, contain ng 1.0 mg 
benztropine mesylate and 9.0 mg sodium chlo- 
ride per cc, in 2-cc ampuls. 


For more detailed information, consult your MSD 
representative or see the Direction Circular. Merck 
Sharp & Dohme, Division of Merck & Co., Inc., West 
Point, Pa. 19486 


MSD MERCK SHARP & DOHME 
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The statt of La Hacienda, in Hunt, 
Texas, has a very practical defini- 
tion of the problem drinker. To 
them, a person is having difficulties 
when he (or she) discovers that 
alcohol interferes with his (or her) 
private or professional life. For 
such people, La Hacienda offers a 
much-needed private treatment 
tacility for alcoholism. 

La Hacienda: 

Broad Spectrum Treatment 


Until La Hacienda, those willing 
and able to pay for private treat- 
ment of drinking problems have 
had few places to go. 

La Hacienda offers a broad-spec- 
trum program designed to change 
the life style of the problem drink- 
er. Only by re-structuring his life is 
any long-term recovery possible. 
La Hacienda: 

Residential Treatment Program 
Patients check into La Hacienda for 


an individually determined length 


of time, normally four weeks. Dur- 






IA HACIENDA 


| Hunt, Texas 78024 









F Diagnosis: 
™ Problem Drinking 
R: La Hacienda 


ing this period, they will re-learn a 
more healthful life style, through 
habit, attitude and goal training. 
Techniques for this period of re- 
flection include individual, group 
and family psychiatric and psycho- 
logical therapy, as well as complete 
medical services. 


The program is administered by 





an experienced full-time medical 


and psychological staff. 

La Hacienda: 

Place To Relax And Re-Learn 
While involved in therapy, the 
patient can enjoy the complete 
recreational facilities of the treat- 


ment center. These include swim- 


ming pool, golf course, tennis and 
riding facilities plus outdoor sports 
on the Guadalupe River. 

Facilities for husband and wife are 
available and each patient is housed 
in a motel-style room. 

Comfortable dining facilities and 
exceptional cuisine are featured. 
Social and religious activities are 
regularly scheduled. 

Thus, the patient has an opportu- 
nity to relax withm a pleasant en- 
vironment while seeking a solution 
to his problem. 


La Hacienda: A Shared Concern 
Consultations berween the resident 
physician and the referral source 

are an integral pact of the program. 
Clients are returned to their com- 
munity with appropriate follow-up 
information and recommendations. 


La Hacienda: What To Do 


Please use the coupon below to 
obtain more informatioa on the 


detailed program. 


wy 


Telephone 512-238-4222 


stand there is no obligation. 


La Hacienda Hunt, Texas 78024 


Please send me more information on the facilities, pro- 
grams of treatment, and cost at La Hacienda. I under- 


Name B o 
Address a 
City State _ Zip o L 7 = ts 
AJP 
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and oversedation occasionally occur, dosage 
modification or the addition of an antiparkinson 
agent are usually sufficient to control such 
reactions. QUIDE (piperacetazine) is regarded as 
being generally well-tolerated ... an important 
factor in gaining patient cooperation. 

< There's no doubt that there are schizophrenics 
who are still waiting for their phenothiazine. If 
itge@l IDE, we want you and your patients to 
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be 
` a ie 
> 
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i 10 mg. | 
UID E tablets d tablets 


PIPERACETAZINE é 25 mg. 


tablets 








DOW PHARMACEUTICALS 
The Dow Chemical Company 
Indianapolis, Indiana 


See next page for complete prescribing information. 








EMORY JOHN BRADY 
HOSPITAL INCORPORATED 


401 Southgate Rd. 
Colorado Springs, Colo. 80906 
303-634-8828 


For the care and treatment of psychiatric 
disorders. Individual and group psycho- 
therapy and somatic therapies. Occupational, 
diversional and outdoor activities. X-ray, 
clinical laboratory and EEG. 


E. JAMES BRADY, M.D., Medical Director 
C. F. RICE, Administrator 

ROBERT W. DAVIS, M.D. 

FRANCIS A. O'DONNELL, M.D. 


RICHARD L. CONDE, M.D. 
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Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 
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UNIQUE- 


= Basil Jac*son. M.D., D.P, M.Th., F.A.C.P. 


BATON ROUGE AREA 
PSYCHIATRISTS WITH 
FORENSIC EXPERIENCE 


Salary commensurate with trcining and ex- 
perience, probably $2400 per month with an 
additional $200 increase pending with civil 
service. Louisiana license required. Mary excel- 
lent fringe benefits include residance with paid 
utilities and maintenance, grounds service, dis- 
count food items with home delivery, family 
clinic service and excellent vacation, retirement 
and insurance plans. Suburban living with urban 
conveniences, churches and schools. Located 
approximately 20 miles north o- the imits of 
metropolitan Baton Rouge and within commaut- 
ing distance of Louisiana State University in 
Baton Rouge and L.S.U. and Tulane Medical 
Schools in New Orleans. Three other univer- 
sities, three colleges, and one junior college 
located within approximately 100 mile radius 
or less. Equal opportunity emplcyer. Reply di- 
rectly to the Superintendent or Clinical Director, 
East Louisiana State Hospital, Jackson, La. 
70748. Collect calls accepted. Phone 504: 
634-2651. 


Child Psychiatry 
Residencies 


New, Board Approved, Child Psychiatry Residencies offered 
in an innovative, established clinical program. Community 
Child Psychiatry, Day Treatment, Outpavient and Residential 
Treatment offer opportunities for a variety of treatment 
techniques. Crisis intervention (‘life-space” irterview); be- 
havioral therapy, pharmacotherapy; individua , group and 
family treatment methods; dynamic, socicl and developmental 
psychiatry taught. Learning by independent study, seminars, 
supervised experiences. Multi-disciplinary staf including; six 
child psychiatrists, pediatrician, pediat-ic neurologist, psy- 
chologist, social workers, special education tecchers, speech 
therapists, occupational therapist, recreational therapists, etc, 
Program affiliated with the University of Michigan and a 
variety of clinical settings including; community menta! health 


centers, guidance clinics, etc. Salaries negotiable. 


Contact: 


Elissa P. Benedek, M.D. 
York Woods Center, Room Al 
Ypsilanti, Michigan 48197 
Phone: 313-434-3400 


An equal opportunity employer. 
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BO) NMA DAVAYI 
CONCEPTUAL DISORGANIZATION / ANXIETY 
TENSION / HALILUCINATORY BEHAVIOR 

SUSPICIOUSNESS / BIUNTED AFFECT 


One or more 
of these symptoms 
n a schizophrenic is 
an indication for. 


Imesorngdazne) 
Tablets 50mg las the besylate! 


y Serentil is also available n injectable form 
Ampuls l} cc 25 mg mesoridazıne [as the besylate| Inactiv 
odium edetate USP 05 ai. sodium chloride USP 72mg cote oon, 


Bi? a R dry} qs water for nection USP qs to 


 ” ee see next page for brief summary: 





DEXTER M. BULLARD, JR., M.D. 
Medical Director 


JOHN P. FORT, M.D. 
Clinical Director 


EDWARD M. PODVOLL, M.D. 
Director of Admissions 


CHESTNUT LODGE 








DEXTER M. BULLARD, SR., M.D. 
Senior Consultan: 


PING-NIE PAO, M.D. 
Director of Psychotherapy 


JOHN L. CAMERON, M.D. 


Director of Research 


ASSOCIATES 


JAIME BUENAVENTURA, M.D. 
LOUIS R. CONTE, M.D. 

DAVID B. FEINSILVER, M.D. 
LEA GOLDBERG, M.D. 
WILLIAM N. GOLDSTEIN, M.D. 
ROBERT GRUBER, M.D. 
MILTON G. HENDLICH, M.D. 
SOL HERMAN, M.D. 

PHILIP R. HERSCHELMAN, M.D. 


ERICH HEYDT, M.D. 
MARGARET A. JOLLY, MD. 
ROBERT I. KURTZ, M D. 
JOHN W. R.-LOVE, M.D. 
DAVID N. RATNAVALE, MD. 
JAMES O. REDDING, MD. 
MANUEL ROSS, M.D. 
JONATHAN D. TUERK, M.D. 
HAROLD W. WILLIAMS, MD. 


SAMUEL V. THOMPSON, M.D. 


CLINICAL PSYCHOLOGIST 
REBECCA RIEGER, Ph.D. 


ATTENDING INTERNISTS 


CORINNE COOPER, M.D. 


ROCKVILLE 





FAIR OAKS HOSPITAL 
and 
ADOLESCENT UNIT 


Summit, N. J. 07901 (201) 277-0143 


An intensive treatment mental health center 
with State and Joint Commission Accredita- 
tion for ages commencing with adolescence 
and continuing through the Medicare years. 


SERGIO D. ESTRADA, M.D., Medical Director 
OSCAR ROZETT, M.D., Medical Administrator 


GRANVILLE L. JONES, M.D., Director of Research 


FELIX A. UCKO, M.D., Chief, Adolescent Program 


Miss M. M. KENNEDY, R.N., B.S., Director, 
Nursing Service 


Electro shock therapy. Indoklon shock therapy. Insulin 
coma therapy. Pharmaco therapy. Individual and Group 
psychotherapy. Complete Occupational, Recreational and 
* Social Service Departments. 


mr all For descriptive literature write 


FAS P. PROUT, JR., Administrator 





G. BOWDITCH HUNTER, JR., M.D. 


MARYLAND 


BALDPATE, INC. 


A PRIVATE PSYCHIATRIC HOSPITAL 
GEORGETOWN, MASS. 01830 
(617) 352-2131 


Located 30 miles north of Boston on 130 acres, 
set among peaceful meadows bordering a quiet 
lake and wooded hill, Baldpate presents a relaxing 
atmosphere to the problem-beset patient. 


Baldpate is an active treatment hospital for psy- 
choses, neuroses, alcoholism, and drug addiction. 


Psychotherapy, somatic therapy, milieu therapy, 
and pharmacotherapy are available from qualified 
physicians. There is also occupational and recrea- 
tional therapy under the direction of trained thera- 
pists. 


Single rooms with and without bath, shared 
accommodations, and cottages are available. 
Most major health insurance plans acceptable. 


PATRICK J. QUIRKE. M.D. 
Medical Directør 


IBRAHIM BAHRAWY M.D. 
Clinical Directer 


For descriptive literature write: 
JAMES K. MCKINIRY, Acministrator 
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This form must be received by the 5th af the 
month in order to take effect with the next 
month’s issue of THE AMERICAN JOUFNAL 
OF PSYCHIATRY and/or PSYCHIATRIC 


NEWS. Please use only one address for APA 
mailings. Thank you. 


FORMER ADDRESS: 


If available, attach here mailing label from 
a recent issue: 


NAME: . 


ADDRESS: . 


NEW NAME OR ADDRESS (The number of 
characters indicated includes spaces. Please 
print): 


NAME: 


(19 characters) .... 
( Last) 


STREET ADDRESS: 
(21 characters ) 


CITY, STATE, ZIP CODE: 
(21 characters ) 


DATE OF ADDRESS CHANGE: 
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Return to: 


DIVISION OF MANPOWER RESEARCH 
AND DEVELOPMENT 


AMERICAN PSYCHIATRIC ASSOCIATION 
1700 EIGHTEENTH STREET, N.W. 
WASHINGTON, D. C. 20009 
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» Clinically significant anxiety may of perphenazine, a highly effective 


manifest itself by a variety of signs tranquilizer and amitriptyline HCI, 
and symptoms, all of which are more an effective antidepressant. Working 
readily apparent than those of together, these two components treat 
depression. As a result, the both anxiety and depression, often 
coexisting depression that so relieving many of the somatic 


frequently exists is often overlooked. complaints so commonly associated 


Many such patients are being treated W'th this disorder. 


with just a tranquilizer and nothing The drug may impair alertness and 
more. This can complicate or can potentiate the response to 
expose the underlying depression alcohol. Should not be used during 
and even delay symptomatic the acute recovery phase following 
improvement. myocardial infarction. Should not ‘be 


Thats whe ancbvioudiosatons given to patients who have received 
y y an MAOI within two weeks. 


patient should be given a thorough TRIAVIL should be ised with 
»evaluation with a complete history 


caution in glaucoma and in patients 
` and physical examination. 


prone to urinary retention. 
If coexisting depression is affirmed, Contraindicated in CNS depression 
‘the physician should consider a and in bone marrow depression. 
medication specifically formulated to Suicide is inherent in any depressive 
‘aid in treating the anxiety-depression illness. Close supervision of patients 
k “syndrome. is essential until satisfactory 
: l remission has taken place. This type 
FRIAVIL is that kind of forall: of patient should not have easy 
Indicated for moderate to severe access to large quantities of the drug. 
anxiety with depression, TRIAVIL is For additional prescribing informa- 


a dual component product consisting tion , please turn to the following page. 
t 


TRIAVIL® 2-25 TRIAVIL® 4-25 
TRIAVIL® 2-10 TRIAVIL® 4-10 MS 


b DIDA — 
« 


(=) 


a 





l TRIAVIL 


CONTAINING PERPHENAZINE AND AMITRIPTYLINE HCI 


ae 5 A FLEXIBLE TRANQUILIZER-ANTIDEPRESSANT 
—— ~*~" RATE TO SEVERE ANXIETY WITH DEPRESSION 
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“MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
4 in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


- f 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


The Reiter MODEL SOS—THE ONE INSTRUMENT 
FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 












The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 





np 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar ‘‘Collar’’ type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


| age Also built-in on request, an automatic switch 
[ : 5 for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC Il—The small- 


est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


S SEAS 


An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician’s bag included. 





Other Models Still Available: The CW47, original therapeutic ceret. A stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 








h s- pE 
m ‘ar more ¢ tion, and bibliography of over 200 references, write to: 
REUL EIT 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 


ba 


ie 


